








































ICT 5 199g 


Ac Le 


es THE BOSTON 


- Medical and Surgical 


. JOURNAL 


Owned and Published by the MASSACHUSETTS MEDICAL SOCIETY 
OFFICIAL ORGAN OF THE NEW ENGLAND SURGICAL SOCIETY, THE BOSTON SURGICAL SOCIETY, ING., 
THE NEW ENGLAND PEDIATRIC SOCIETY, AND THE NEW HAMPSHIRE SURGICAL CLUB 


——_—_—_—_————— 
——__™" ~~ 











SEPTEMBER 30, 1926 Mt 150 shadnaatnaeben Aaa 


Massachusetts Avenue 
CONTENTS 








ORIGINAL ARTICLES 


itionship ween Gastric Ulcer and Carcinoma of Stomach. John S. Lawrence and A. V. Bock. 651 
Diagnost Significance of Lateral Curvatw f the Spine Caused by Muscular Spasm. John 
Russell Carty 654 
Dehiscence of the Floor of the Middle Ear. Dana W. Drury 657 
Benign Glycosuria With Hyperglycemia: Report of Case With Metabolic Studies. Eloise Parsons. 660 
An Unusual Blood Sugar Finding During an Insulin Reaction Millard Smith 663 
MASSACHUSETTS MEDICAL SOCIETY 
it? of the Communicable Diseases Prevalent in Massachusetts. (Continued.) Edward G. 
Huber 665 
MEDICAL PROGRESS 
P rogress 1 Urology. Herbe rt H. Howard 673 
CASE RECORDS OF THE -aremgnere tose pihyig GENERAL HOSPITAL 
Case 12391—Cardiac and Ext ardia ult a Rheumatic Infection. Richard ¢ Cabot 
Case 12392—Recurrent Dysphagia Rs I} r Guild aes 12393—A Case Showing the 
Dangers of Persistent Diarrhea Not Prom y Treated. Edward L. Young, J 680 


(Contents continued on next page) 








THE NEXT ANNUAL MEETING OF MASSACHUSETTS MEDICAL SOCIETY WILL BE HELD IN BOSTON, JUNE 7 AND 8, 1927, 
“UNLESS OTHERWISE ORDERED BY THE COUNCIL” 
For list of Officers of the Society and of the District Medical Societies, see advertising page li 


JUST READY 


Stokes’ Clinical Syphilology 








This new book is not alone for the syphilologist linical behavior of syphilis. The procedures are 
h but particularly for the general practitioner and illustrated step-by-step down to the very point 
student. It not only tells what to do but how of the needle under magnification. Tabular 
" . ° ° . 1 Ss lé "jes "e eS é »} ris j : ‘ i 
do it; and while it is not a laboratory manual ummaries, resumes, iphoristi¢ thumbnail 
a ; , ‘ , sketches, and case discussions provide a speciall 
deals fully with the application of laboratory poasey' : xg I le a spec y 
: aS f ‘ ; accessible, condensed, and forceful presentation 
methods. With this work any physician can : ° 3 
; : hil of the fundamentals of each type. rreat stress 
conduct the modern care otf syphilitic patient : ‘aie , . ‘ om 
yi ; is laid on differential diagnosis Treatment is 
from the intr ti f , edle to the esti = : inf 
rom the introduction of the reed _ definitely detailed and all information necessary 
mation of prognosis. He can meet treatment to the application of the treatment is given in 


emergencies, interpret and correct difficulties, this book. 


ind know what to expect of a consultant if he 

hould call one. Stokes’ new work on Clinical Syphilology will 
once take its place as a standard authority. 
Practically every known aspect of syphilis i It is the practical application of tested methods 
treated The basis of the work is observations nd procedures in the management of syphilis, 
de over a period of ten years as teacher and set dowr in full detail and in such a way as to 
practitiorer. The illustrations have been taken enable the general practitioner to conduct suc- 

pecially to illustrate difficult problems in the cessfully the management of syphilitic cases. 
M.D., Pt D gy, University 
th, $12.00 net 
W. B. SAUNDERS COMPANY Phila Gelphis and pests 


Ent i at the Postoff it Boston as Second Class Matter 














BOSTON MEDICAL 


SURGICAL JOURNAL 





September 39 ,, 








EDITORIAI 


Compul y Indu \ lent Insu 


Reflect n 1 Massachusett 
Reg I I 

Reflect 

° This W 

MISCELI 

Conn 


Report f I v Ending 
If Our Med Vi ; Were S\l 


Introdu 
oO! 


RECENT DEA’ 


REPORTS NOT 











SPEGIFY 











CABITT’S 


“Your patient is en- 
titled to the best.” 





CABITT ry 


e Genuine Imported 


USSIAN 
OIL 


Cabitt’s Oil is the gen. 


uine, imported from 
Russia and has proper. 
ties that no other oil 
has. 


AVOID SUBSTITUTES 


RUSSIAN OIL CO, 
OF AMERICA 


Boston, Mass. 


Doctors should always write 

Cabitt’s Russian Oil on 
Prescriptions 

(Ww e will be glad to send an orngian 

ottle of ,ABITT’S RUSSIAN OIL 
to oA Pe upon request.) 














Che Massachusetts Medical Sorirty 


FFFICERS ELECTED BY THE COUNCIL 


PRESIDENT: 
Vics-PREsiIDENT 


< mT “*hoaetr 


OF ARRANGEMENTS 
L. 8. McKittrick, WV 
Hayden, H. Q. G : 

On PUBLICATIONS A? 

E. W. Taylor 
Getchell. 

On MEMBERSHI! 

D. N. Bi: 
Homer Gag 

On ETHICS AND I! 
David Ct 
Emersor 


BaRNSTAEI 


8S. M. Beale 
uwrer, H. B. Hart 
BERKSHIR! 


Hennelly, Pitts 
C. T. Leslie, Pitt 
BrisTo. 

President, F 
Treasurer, J 
BRisTo. 
President, P 
River; Treasurer 
Essex N 
A. M. Hubbel 
Treasurer, E. H 
Essex SouTH 
R. E. Bickne!l S 


» 


wrer, Andrew N 
FRaNKLIN—Presi 
A. H. Ellis, Greenf 
wrer, Charles M 
HAMPDEN- 
Bates, Spring? 
H. L. Smith, 8S; 
HAMPSHIRE 
Cobb, Northan 
wrer, L. O. Whitm 


RT 









JUNE 8, 1926, FOR 1926-192% 
- } LTE! TRRAGE 82 Walr St.. Broc 
NI Au Ss E *har 
M Cal S 
m, L m 
LATION 
> ns, F ae on, Ji 
ly, I F. Ker F 
Ss W 
ft, F. S. Hopkins 
‘ \CIETIES 
xf 
G 
st, M. L ling, Lowell Vice-Prenis 
‘ ~ T vei ; 
Lo rar fo) 
“vier ton Centre 
' s M 
— ‘ 
"7 " Dee 
s r reta Py. 3. kshank OX 
vi 3 ist 
ios oe 
Trea 
Ss Fart . 
one President, 2 
’ y att Tr 
Cc & 
H w 


> want your support. 


































































VoLU) 


THE 
in gas 
sion d 
have | 
versy. 


trong 


‘entag 


liame' 
erous. 
Cases 
Wilson 
and n 
cient ¢ 
uleer 
belled 
aie? 
consid 
cently 
ment: 
the st 
ulcer. 
I natu 
uleer, ’ 
nihan‘ 
cases { 
the op 
of thr 
sugges 
ments 
liam 4 
Ewi 
that e 
he sta 
of pey 





ted 


gen. 
rom 
per. 
r oil 


THE BOSTON 


Medical and Surgical 


JOURNAL 


SEPTEMBER 30, 1926 NuMBER 14 


VotuME 19% 


ORIGINAL ARTICLES 


RELATIONSHIP BETWEEN GASTRIC ULCER AND CARCINOMA 
OF STOMACH* 


BY JOHN S. LAWRENCE, M.D..t AND A. V. BOCK, M.D. 

g incidence of carcinoma of the stomach] study of one hundred and sixty-four stomachs 

» gastric uleer has caused considerable discus E ‘rived at very similar conclusions. Morley® in 
5 ¢ the past decade. In general there] 1923 stated that a patient with chronic simple 
wen two principal schools in this contro-| ulcer of the stomach was little, if at all, more 

: ie Mayo Clinic, as represented by Mac-| liable to cancer than a healthy individual, Tay- 


and eighty-two cases of carcinoma of the 


ind others, and Moynihan have been 04, lor and Miller’® in a elinieal study of one hun- 
rters of the theory that a high per- | 
ich lend support to the views of those who 


eases of malignancy of the stomach. | 


receded by ulcer. Among others, Ewing, | ve in a low incidence of carcinoma in ulcers 

s country, and Dibble, of England, have]of the stomach. 
ely upheld the view that only a small per- It is interesting to note what Osler and Me- 
re vastric ulcers are transformed into} Crae had to say on this subject in 1900". After 
f the stomach. MaecCarty’ in 1922 study of one hundred and fifty cases of cancer 
Most chronie gastrie ulcerations with a|of the stomach at the Johns Hopkins Hospital 
meter greater than 2.5 centimeters are can-|they made the following statement: ‘‘In only 
1S Out of one hundred and fifty-three| four of our series was there a history which 
1aSeS ndoubted earcinoma of the stomach,| pointed to gastric ulecer,:and in none of these 
Wilson and MaeCarty* have found one hundred | could such a condition be positively diagnosed.’’ 
1 nine (71 per cent.) which presented suffi-| After comparing the incidence of stomach 


and microscopie evidence of previous | troubles in a series of hospital cases with that in 


i 


leer to warrant placing them in a group la-|the series of cases with carcinoma of the stom- 


ed ‘‘carcinoma developing on preceding ul-} ach they said: ‘‘. We may conclude so far as 
Eleven other eases (7 per cent.) showed) the figures show anything, that the victims of 
nsiderable evidence of preceding uleer. Te-| chronic dyspepsia and the various forms of gas- 
cently MacCarty* has made the following state-|tritis are not more prone to malignant disease 
ment: ‘‘I have never seen an early carcinoma of | than other individuals.’’ 
stomach that was not associated with an The present report is based on a study of 


uleer. These being facts in a large experience | ninety-eight eases of carcinoma of the stomach 


{ 


I naturally am suspicious of any chronic gastric | and forty-eight cases of ulcer of the stomach. 
er.’’ In his Hunterian Lecture in 1923 Moy-| Of the cases of cancer, sixty-eight (69 per cent.) 


han‘ made the following statement: ‘‘Of the| were operated upon. A positive microscopic ex- 
cancer of the stomach that I see upon| amination was obtained in approximately one- 





cases of 

the operation table a steady average of two out| quarter (24.5 per cent.) of the cases in the can- 
i three give a past history that is extremely |cer series. Forty out of the forty-eight cases 
iggestive of gastric uleer.’’ Additional state-| (83 per cent.) of uleer of the stomach came to 
ments in this connection have been made by Wil-| operation. Approximately two-fifths (37.5 per 
iam J. Mavo® and MacCarty and Broders’. ent.) of these cases received microscopic exam- 
Ewing’? holds a view very much opposed to] ination with a positive report of uleer. It will 
it expressed bv the above writers. In 1918] he seen therefore that a majority of these cases 
Stated that ‘‘the eaneerous transformation | were confirmed by operation and that an appre- 
peptic uleer is rather infrequent and prob-|ciable number was further confirmed by patho- 

not exeeed the incidence of five per | logical examination. 
ginally established.’’ Dibble* in a The attempt has been made to compare the 
clinieal findings in the two conditions in these 


| Services of the M : 
eases. The principal points brought out by this 


1 Fellow in Med R rch, Hat 
be 


M ymparison may eonsidered as follows: 
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complaints such as ‘‘ weak Stomach.” 
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here is, of course, the Possibility of 
4 } 4 . * e 4 
Yr antedated Carcinoma in these a 
ud seem that the majority probably 
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ve ulcer. Osler and McCrae, as Stated 
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{f symptoms prior to 





There were two such | 


: | 
montns., 


reinoma of the stomac} 


n O© approximately tw 


I 


years). This included, | 
| 


had had mild gastre 


7 


fastric Malignancy that had a du- 


five years or over. This included th 
just mentioned. On the basis of dura- 
ymptoms alone it would appear that 10 
would be a high value for incidence of 


in ulcer of the stomach. 


SEX DISTRIBUTION 


juarters of the cases of ulcer occurred 


€ as against 86 per cent. in the car- 
es. There is thus seen to be no real 


in the two conditions in so far as sex 


ion is concerned. 


APPETITE 
over one-half (58.6 per cent.) of 
nine cases of ulcer in which a state 
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nt was made relative to the appetite had such|mass. Over one-half (52 per cent.) of the cases 
orded as ‘‘good or better’’ as against about] with carcinoma had a palpable mass whereas 
wne-quarter (26.7 per cent.) of the cases of car-| there was only one of the cases of ulcer that 
sant oft the stomach. In other words, a good vave this finding. 

netite is about twice as common in subjects 


; ; Emaciation, of course, is much more common 
of the stomach as with those with 


in carcinoma than ulcer. 


INITIAL SYMPTOM AND CHIEF COMPLAINT 
LOSS OF WEIGHT —— 


in reviewing the cases in this series with this | The most geen yaeene symptom and chief 
n mind, it. seemed that the rate of loss of | °O™P*UnE 10 son oe * Caseg Has GEAeT 
ia more sumgetive than the acted! pain. [he cases of carcinoma giving a history 
at lost, It was found that about one-sixth |°f tWo years or more in duration were separated 
76 per cent.) of thirty-four cases of ulcer | t° S¢ if there were any initial symptoms which 
. a loss in weight of twelve pounds or tebeg be particularly helpful - the early diag- 
more in six months as compared with about one nosis of this condition. A review of these —<- 
m 0.7 per cent.) of seventy-three cases of has shown that pain is the most common initial 
» of the stomach. There i thax = symptom. However, ‘‘gas was found at the 
nore rapid loss of weight in gastric malig- onse' $0 frequently as to make it seem worth 
rg gga Rar ty while to sound a warning relative to the pres- 
_ ence of this symptom in those beyond the third 
GASTRIC ANALYSIS decade. Heart-burn and recent onset of con- 
stipation are other gastro-intestinal symptoms 
that should not be overlooked in subjects in the 
cancer age. It seems logical that any adult sub- 
ject with unexplained gas on the stomach, 
heart-burn or constipation should have a gastro- 
intestinal X-ray at once. 


The main point of difference between the two 
.nditions shown by this test was the amount of 
, hydrochloric acid in the gastric contents. 
Thirty of the gastric uleer eases and forty-nine 
the subjects with carcinoma of the stomach 
e available for this comparison. 


‘ree hydrochlorie acid was absent in the fast- CONCLUSION 
¢ contents in approximately one-third (30 ay “a 
ent.) of the gastric ulcer and nine-tenths Certain very definite differences are to be 


7.7 per cent.) of the cancer eases. Only one-| found in the clinical finding of ulcer of the 

tonth of the eases with gastric uleer showed ab-|Stomach and gastric malignancy, These seem 

| ‘ree hydrochloric acid in contents re-|to indicate that there is not a very close re- 

noved after test meal as compared with about lationship between the two conditions. Ten per 

ree-quarters (70.8 per cent.) of the cases of | cent. would seem to be a very high value to 

vastric malignancy. The absence of free hydro-| give to the cases of ulcer of the stomach which 
, ater become malignant. 


lorie acid in the gastrie contents, therefore, 
ms to be much more common in eancer than 
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hemoglobin. siasm of Crusaders the country over. 
Nearly four thousand schools have been 
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awarde pennants for the successful completion 





The one outstanding physieal finding differ- | of twelve consecutive weeks of faithful perform- 
ting these conditions was found to be the|ance of the Crusade health rules during the 
resence or absence of a palpable abdominal | school year just past. 
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LATERAL CURVATURE OF THE SPINE—CARTY 


THE DIAGNOSTIC SIGNIFICANCE OF LATERAL CURVAT 
THE SPINE CAUSED BY MUSCULAR SPASM 


SSELL M.D. 


nM. & S. Jou; 


‘URE OF 





reflex spasm of certain Phe tormit) 8 slight and there 
na ] es mav @ive rise to lateral na ID no Sy) mpt — reterable to the Spine 
Du two years the WIrit- | lh vraphically the deformity is quite appar. 
. recs ‘ diagnostie value | ent Care must be taken, however. to eliminats 
mity in obscure pleural and | « , +h might be caused by faulty position 
pat W i -Onaitions Che purpose O] ¢ j ng tht radiograph [his is Particn- 
f ] SS riefly this ty Ol n O Nn, as they are 
S ‘ ionost S peel ne to slump 
S 1 5 S Ma ) associated with 
. : al ned t ng cor ns 1) trauma to the 
I SUD l 2 ection of the spinal mus 
O Oo D . mn, f renal stone, (5 
:, perinephritie abscess 
e l tebrae or inter. 
g anomalies are 
( S ~ obvious. ind 
n would be 
S eh eon litions 
O ( is often seen 
S uscles, such as 
! S ts. Scoliosis 
5 § f Is confined 
nu nay be so it 
The oclies. 
; heavy-set wl 
l rollow ( In attemp ng 
enital anomali Hg tne s she “felt son 
t gro followed immedi 
ms! s, Scoliosis caused i, Sn, emer fness. Physical examina 
s¢ so-called fune Nal | { ywwed marked l i Sco is with the « 
‘| leformitv here see yn lg There was marked spasm 
or so-called main curve |! t lumbar region Radiographic examina 
: . ; rmed the physical findings No fracture 
ry rmities pointing in the op 
>t 7 } ve yr helow. (cea na 
ir seen. In general the deform tis of spinal muscles, particularly 
nvolves more than one re teral, may be accompanied by marked 
r isually so rota \ familiar example of this is the de- 
, odie nd. if the deformity is se ty of wry neck following myositis of the 
1] ng s ng, there are changes 1n domastoid muscle. 
ebra While making an extensive study of the Tr 
0 ; generally single and, | diographie aspects of empyema in children, the 
mnortant. the conve rity points write noted that thoracic seoliosis was seen 12 
the affected side The deformity is| 78 f the series of pleural effusion. This 
to one region. If, how neluded both purulent and nonpurulent 
: yng standing, there is a ms. In a corresponding series of cases 
LSTI t of eq brium in the entire spl onia uneompliecated with fluid in the 
, ma e quite ivity the deformity occurred in 4 
s comparative! reentage Most of the cases a 
nte1 pasm, s T (ie ormity were those in whl 
1 There is ? re and there was displace 
e! rae { ‘ irt. It is felt that in the differen- 
fF tha ds formit 1epe nds ros yet ©] pnel nonia and purt: 
» 49 sannlens +] n children the absence 0! 
ntl, ve see ft l¢ yng ene rainst the existence 
Y ] more mar ! n fT ll Cavity 
ilar studv was undertaken 
asn | > A . Ne eX] |. a sm iller per- 
ne ro} ell effus owed a lateral 
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yi DEHISCENCE OF THE FLOOR OF THE MIDDLE EAR—DRURY 657 
— | 
on \lmost half of the series collected | Th physical examination was essentially negative, 
ae cance i i j |except that reduplication of the apical second heart 
900 ses showed the deformity. Obviously. aCeyp + , salle pi : 
‘of liosi : “?!sound with a presystolic murmur at the base was 
absel of SCOLIOSIS would have no diagnostie noted. There was an appendectomy scar in the right 
It is an interesting fact that in both ]lower quadrant. The urine examination was nega- 
it e e 4 mr} ; : ea a 903 nae 
ries 1 r was noted in which the convex- | Uv« rhe patient was sent to the X-ray Department 
series ‘] por ee It hould b for radiographic study of the heart. A moderate 
| TOW “IS e ’ ( g e z ; é ni 
ie sae | Se dee “s lumbodorsal scoliosis to the left was noted. The pos- 
stinetly und: rstood that the scoliosis referred sibility of a renal stone was suggested. A radiograph 
irs @a in the disease and is entirely | of the genitourinary tract showed a large, dense stone 
I ‘ > ee * tha 5] ic 7 . rio = LY — ang Ln wf . 
tinct from the ater deformities seen in|i2't 1e p lvis of the right kidney. Pye lographi« study 
wule" revealed a hydronephritic kidney on this side 
ronic empyt ma. 


well-nourished | 











Hiydronephrosis, particularly if extensive, 


ustrative casé The patient, a . : = Parmity iterati , > 
ened of six years, had s sudden attack of cough-| ™3) oiVve refi x deformity . Obliteration of the 
ye ited with fever five days before coming | Kiane) outline, together with a lumbar scoliosis 
¢ spital. Since then he has had an irregular | whose convexity points away from the sus- 
Physical examinati showed | , +1 sy: , 
7 cous . Physical CEARRALION show l! pected side, should suggest the possibility ot a 
m ent of resonance of the lower half of | th hrosi ; 
ft st with faint breath sounds and no defi- |” cdronephroslis. 
hial hreathing rAS ¢ ist rale | a . an . 
D Gal Creams: An occa ional mot c tan | Illustrative case: The patient, a pale, young, single 
ver tl upper left age Physical CxanNr- |man of twenty years, came to the clinic complaining 
! i remainder of the chest was nega pie of dull pain in the left lower quadrant, which began 
atters mois ‘alag the right d10- : . nn 1 . 
sca , { moist ral Mirae the right. Ra = eighteen months previously. There was hematuria 
tudy showed an gsr of mode ately increased | at the onset of the pain and he has had nocturia 
eunvine chic r , y alf t » . . ? - . : 
d oc! upying chi fly the lowe: half ol the left |since then. *hysical examination showed nothing 
rhe en a — pga et ceca The of interest. The urine contained an occasional white 
was not displaced 7 here wae 2 moderate vi blood cell but no definite pus. A radiograph of the 
scoliosis, the convexity of wh a pointed to — nitourinary tract showed an obliteration of the 
g On the basis of the deformity, fluid “a the | kidney outline on the left side with spasmodic scolio- 
ee we ee ngly suggested, Drcdmgape oT , | Sis, the convexity of which pointed to the right. Pye- 
monstrated only after repeated needling of the} josraphy was advised, the presence of a hydroneph- 
t rosis being strongly suspected. A huge hydronephro- 
; sis was demonstrated 
ng the observations made in the tho 
, s | ‘ ’ ~ + ¥- P _ 
vion, attention was directed to possible | Several cases of perinephritie abscess were 
formities in pathological renal condi- | observed with lateral lumbar deformity. The 
The deformity was quite constant in| deformity, however, was not marked. 
‘ks of renal colic. In this ease. how-| Conclusions: First, attention is called to the 
ver, the clinical picture is: usually clear-cut. | fact that a lateral curvature of the spine caused 
deformity was found in approximately | by spasm may have considerable diagnostic sig 
of 100 cases with large renal stone. Inas- | ®!ficance Second, the presence or absence of 
much as this type of caleulus may give rise to | thoracic scoliosis in obscure chest conditions in 
tle or no pain or other symptoms, the pres-| Children is of considerable diagnostic value. 
of a lateral deformitv mav be of econsider- | The presence of this deformity is of value under 
e importance, as shown by the following ease: the same condition in adults. Third, lumbar 
scoliosis may direct attention to a renal stone, 
The patient, an undernourished gee married hydronephrosis, or perinephritie abscess. pOs- 
voman of forty-three years, came to the clinic com-| .:} 
: ade siblv not suspected. 
ining of attacks of occipital headache associated . sun} 1 
th vomitine and 1 nat ; . rie rey al 
1 vomiting and dull pain in the right lower ab REFERENCE 
nal quadrant. The symptoms began about six - 
previou Her past history was negative ee a Se ee ee ae — 
r an appendectomy eight years previously Vol. XIV, 1 15-218, Sept ) : 
——_————-———e 
. ee a eneanenaee = , 
DEHISCENCE OF THE FLOOR OF THE MIDDLE EAR* 
BY DANA W. DRURY, M.D., F.A.C.S. 
‘ineipal point in connection with the|chian tube. Thus it follows that in disease of 
surgical anatomy of the tympanum is its re-|the middle ear we may get subdural abscess, 
n to other parts. Its roof is formed by a|septic meningitis, or abscess of the cerebrum 
thin plate of bone, which, with the dura mater,| or cerebellum from extension of the inflam- 
all that separates it from the temporo-| mation through the bony roof: thrombosis of 
sphenoidal lobe of the brain. Its floor is 1m-|the lateral sinus, with or without pyaemia, by 
itely above the jugular fossa behind and | extension through the floor: or mastoid abscess 
rotid canal in front. Its posterior wall | by extension backward. In addition to this, we 
sents the openings of the mastoid eells. On} y iv get fatal haemorrhage from the internal 
tT +) > , : 4 : g ;’ He | 1 . . > 4] 
S anterior wall is the opening of the Eusta-| carotid in destructive changes of the middle 
: Evans Memorial, No 4-41 lear: and in throat disease we may get the iIn- 
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DEHISCENCE OF THE FLOOR OF THE MIDDLE EAR—DRURY 659 
’ es a , | : , Be 
No, VIII—Lower wal of tympanum transiucent,;and show signs of pain The eal were examined 
presenting a small oval orifice. and while the findings in the left ear we not re 
. 1X—Orifice lower wall of tympanum with|markable the right canal was abnormally red and 
three minute orifices around it. Lower wall|the drum membrane diffusely injected and bulging 
tus externus also presents an orifice. superiorly and posteriorly. The nose, throat and 
x—Larger portion of lower wall of tympanum sidual physical examination showed nothi of 
1, el The child was given primary ether, and, fol- 
Ny x I—Low‘ wall of tympanum is entirely ab wing sterilizing of the canal with an a l wick, 
NO A - . . * } . 
ta ve hin lamina of bone at the inne: he drum was incisel from above ywnwa Before 
he knife could be withdrawn fron he ar canal 
X[I-XIV—Lower wall of tympanum is perfect he entire area seemed to be filled with blood extend- 
y thin a slucent. - out onto the face Light packing of th inal 
XV-XVI—Lower walls of tympanum imperfect | fa mtrol the bleeding. A longe £ piece 
pla resenting several minute orifices u n adrenalin was placed firmly into the 
XVII-XX1 Lower wall of tympanum consist al A pad was qu'ckly placed over the « and 
, nbrane only 2 i it bandage roiled about the head Phi »on- 
No XXIII-XXVI—Lower wall of tympanum defi t bleeding, although a small amount of 
_ 3 O in into the nasal chambe and mall 
XXVII—Orifice in the layer of bone between int also could be seen in the pharynx. This 
the mastoid cel which allows | ev king place in the morning, the pad was re 
in n betwer the two cavi ved in the evening, as the child w very uncom- 
; , t Later in the evening the lug in the lé 
Hartman) ection of one hundred tem brine ed ‘ ce plus in anal 
Lid e ve > 4] osened siligntty Du i the bb I e7Zan 
elded five with the floor of the | af, (although less actively), a clean pa was re 
' } is paper, two bones showing n her with a } nd bar The next 
while a third specimen of the group - no fur n b at- 
. . | » jt 13 mat t mo le plug ut the 
small perforations in the floor of ‘ fiona mts ne 
Pte ; ) ling became active, and the me procedure was 
num Zuckerhandl, on the othe ried out again. Meanwhil e clotting time was 
nd great enlargement of the fossa ik ind a cover slip of the biool was examined, 
n nineteen of sixtv-seven specimens, but nothing abnormal was found. On the evening 
e * 4 y lay t} Ine » ) t} it fi 
co - e second day the plug was removed w ut fur 
Korner examined four hundred and |, ; : 
- a I : ned ee! | bleeding except the serum discharge fror the 
. . { tyrant | _ -_ 
emp nes and found twenty- | idle ear. The temperature being norma 
in perforations to multiple |< on now giving the appearance of a 
© 1? e floor of the middle ear, OF : ear, a sterile wick was § y pla i Une 
, 1 . 1 ‘ 7. il, this | l changed as o ) 
if erhand! mentions the faet that | , +4 , : 
: 1 with serum. During this episode the left 
ye oin au contact with the in quieted and became normal in two 4d rhe 
mpanie cavity, W th the optie and | ear be me dry in eleven da lowing e 
. ind e n reaching the superior | I On ft LoOurtn yf ‘ i white 
° a | Int wed no a Ve plood eam ] Six 
parth ‘eporting his an- | ' , siti 
part in — rting . S a Iw ollowing the acute o s I had anot ypor 
s of dolichocephalhe and | tu of observing the drum and i wed a 
S s. That in the former type. i membrane the ink rn n ol wh li ced 
. , . . | in wiping ; ‘ in 3 dar} 
rf tvmpanie eavity is generally | Va Wing Over ggretn <r _ 
; : 3 Ss «, \ very evident iltho 1 no ] ition could b 
ntaining often air spaces, while | ,, ian aioe 
. in e ou he hoy pro oO aru | ) 
e, the bony floor is thinner, and | ! e prominent than usual 
! In the Case of dehiseenct 
l thirty nine dolichoeephalies | liscussi m Ol this ty pe of Cast is OC- 
ninety-two brachyeephalies | rin practise seems wise perhaps to men- 
~ ere noted. and in one of the certain points that | have found emphasized 
er s the abnormality was found as bi mu er of authors while looking over the 
iture, Trautmann points out the anatomie- 
. ° . Sua BY ] sa > 4 } se 
t OokKS mention the eondit on L per llarities OF certain te Mmporal DOnesS whien 
especially in the anatomical | he called dangerous. In these the sigmoid sinus 
! rv few actual eases in life are ns far forward. curves inward, and passes 
oned. There seems to be some contu r the projecting ledge which forms the pos- 
whether the condition was brought | or boundary of the jugular foramen. Then 
° ° . 7 nlayr } ° ‘ . ; i 
! suppuration or whether it might jugular bulb rises against the floor of the 
‘ongenital defect. Again, it has bee mpamie cavity and lies on a higher plane than 
it with some of the ease histories | the lowest point of the sigmoid sinus. Politzer 
whether the bleeding was arterial |!entions the possibility of the faseial nerve be- 
nous In origin ing exposed in eases of a dehiscence and in such 
LI sent case is reported as a matter of |@ case a phlebitis happened followed by a par- 
alysis of the face. Hildebrandt, on the other 
" B x urs old, had always been well and | “2nd, ealls attention to the observation that on 
ul ed to scarlet fever, which he devel- | Closely observing the drum membrane in such 
rm n tl 5eCO1 ek of the dis-| e } a . ~ 
m. In the second week of the di: ises the bulging changes its shape, and that 
orning, he became more fretful and one time it will be hie! | t th 
a ae 4 oD ae me time ] ) WHe tni é notne 
ra ure \ » 10°F. The baby was quiet —r ; ] i Ny nan a ano 1er 
the right side and the right ear nestled |time, while Gruber mentions a change in the 
nillow ) : “hi ht} I ° r 1; ; ’ 
PLULOW On disturbing, the child would cry |Shape of the cone of light by pressing the jJug- 
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HYPERGLYCEMIA 


PARSONS nM.&S.} 


is a negligible quantity ag singe ] 
vi id the experience of the case mentioned 
tried this test repeatedly and haya 


f that itisa practical test 


satisfy mysel 


wig andS mal ention the fact t e | Tail 
drum me! in¢ more resistant t excep n a serous ear wherein smal] changes of 
knife, perhaps 1 he drum mem e re susceptible of reasonable interpretation 
but the wal f ehind it that gives | MeKernon, in 1905, called attention to the fact 
the sens I f s point I re ha children there is anatomically a eloger 
pall dis 5 ] 1 irum ! mbran¢ re ns between the floor of the tympanun 
in the Har philia is sed | and yu] Schwartz must have had the 
by sever ! f the actua ises | danger in mind when incising the drum as 
did t ise. McKernon never would allow the.drum to be incised fr 
ease showed the bleeding e synchronous with ward, but always from below wp. 
the I ulsations f t] radial artery and f er I \ e mentions the observation that the 
that it w bright red in color; he held in his | ext ns of the face on the same side are 
case t] probably a rupture of one of | re full and seem to be larger than 
the blood vessels that supply the tympanic cav- | norma ecially the externa ular, 
itv. Ke point of a phlebitis fol 
lowing in is ty ase. This fact did hap CONCLUSIONS. 
pen sm +he wot | e that I reported which ex , » diffeult to idea aiatl : 
tended to 1 eninges along the jugular vein ee 
trial oe : : E vee rea eealng venous or arterial. 
Eitleberge f nks 1 ; 4 S & POSSIDILITY of 5 ; ex 
deat] n ] ™ these cases 1]- - I mponag I ¢ xternal ear wi 
though | f . an eq recorded l haemo! ve that n oceur fro) 
Berten rres e mucous n ral - 
and tl ¢ in position S — 
potenti : nt into vn 
panic cavity, tl relat vy easy { h 
infection to enter d he blood s R 73, 13 
This r some inf al. di Otol. 24, 1, 
the mi vit houg , M P 
never see! 3 mé ned as location 7 
thron iry location. Some auth } % Y Sept. 26, 1 
ors I ‘ sion of the dru em Po 
bran ! quadrant shows li c 
eolor | ? of incis y ft : ~ 
men ! interior are ), 1889 
mer ns th the Sieg 66, & 
Seon PON; lifts , : a 2 
¢ r na +} ~~ I 
S 1es sid The ‘ 
poi | hantschits ] 7 U é i 
Polit S4 eases thi renh., 31, 7 
Same ng re 1e bul ‘ : 134 18 
separated fron n osse ous -Tene i 
Gomper, 01 nd, could see 1 19 
ference by -Ompreé ; j io QU in + \ “* 
Personally ] in an inflammed r. 
brane a1 we through compress 
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BENIGN GLYCOSURIA WITH HYPERGLYCEMIA: REPORT OF CASE 
WITH METABOLIC STUDIES* 
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Glycosur 
The 


during 


PARSO D 

ting . been under observation. Hyper- 
tes | giyveen nd glycosuria appear after the in- 
| fF iueoss On a_ restricted carbo- 

; et there is always glycosuria. 
"e A ases Oo somewhat similar features 
1 n reported They fall into a gen 
{ I of di tes innocens, a condition 
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BENIGN GLYCOSURIA WITH 


volume 195 
mber 14 


Nu 


been discussed by Frank, Salomon, 
and others. 

tt recently presented a case of mild 
erly person with arteriosclero 


which has 
Riesman, ' 
Woods a 


in 


‘ompbell 


an eld 


diabetes 


and illustrated a method of study by which 
th utilization of glucose was estimated. The 
vat containing a definite supply of glucose was 


bv a certain amount of carbohydrate 


‘nereased D 
inereaseda 


‘ntervals of three days during which the 


at ] 

1 : ‘ 
twontv-f0l hour exeretion of sugar in the 
yrine was estimated. The difference between 
the supply of glueose and the excretion de- 
Lit ‘| ‘ 


utilization of carbohydrate by the | 
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| occurred during the starvation period when she be- 





came stiff and cold; each attack lasted from thirty 
to forty minutes. A diet with restricted carbohy- 
| drates was prescribed. Examination of the urine 


¢ 
ir 


ym time to time over a period of nine months dis- 
closed traces of sugar, usually less than 1 per cent. 
In December, 1921, the patient became pregnant again 
and came to the clinic two months later. 
Examination.—On admission the patient appeared 
to be undernourished. She was 5 feet, 4 inches tall 
and weighed 107 pounds. Besides the pregnancy the 
ynly significant physical findings were the emacia- 
on and a small soft colloid goiter. 
The hemoglobin w 67 per cent, 
numbered 3,700,000; the leukocytes 7,000. The blood 
rar was 100 mg. for each 100 c.c. and the urine 
contained 3.12 gm. of sugar in a twelve-hour speci- 


as 


erythrocytes 

































































body. men. *The systolic blood pressure was 115, the 
Wi nd associates have studied the utiliza-| diastolic 80. As abortion seemed inevitable, the 
| tia , s > S »% . ow 
tion of carbohydrate by determining simul-| Uterus was empts d under nitrous oxid and oxygen 
+} nameninn torv cchange. the blood | 22°8¢2e5!2- The patient recovered promptly. She 
nadun » — — —" © YiOOC' | was transferred to the diabetic service and has been 
war and the urinary excretion. recently Ladd under observation since. 
Table 1 
Changes in blood sugar in cese of benign diabetes 

| Date [Blood sugar,| Glucose ingested,| Blood sugar after ingestion 

| " . 

fasting, mg. {Me of glucose, meg. 

Hours 
— . 0,5 1.9 1.5 2.0 320 

2226822 0.097 69 0,353 0.200/0.109 

|2-21-23 0.095 50 0.3353 0.154/0.090 

| 

\3e 7-26 0.085 50 0.190 | 0.180/0.115 

13-10=2 0.095 50 0.148/0.202; 0.179] 0.175}0.113 
ind KR rdson, and Finley and Rabinowitch | CLINICAL OBSERVATIONS DURING FOUR YEARS’ DIABETIC 

1: Bhs : MANAGEMEN 
| this method in the study of renal ee 

tes. In the case presented here metabolic In the hospital the urine became sugar-free when 

studies e made bv both methods. the patient was on a diet consisting of 60 gm. carbo- 

| hydrate, 60 gm. protein and 125 gm. fat, but sugar 

REPORT OF CASE |} appeared when the carbohydrate allowance was 

: 1ised 10 gm. The blood sugar was normal. The 

A ¢ woman, aged twenty-eight, came to the] blood fats, and the acetone and carbon dioxid-com- 

January, 1922, because of threatened abor-| bining power were normal. The basal metabolic 
7 nptoms were abdominal cramps, nausea | rate was —l. 

: ting. and vaginal bleeding. She also had The patient went home on the foregoing diet after 

lial T) ' no history of diabetes in the laving been well trained to prepare a weighed diet 

Glycosuria had been discovered in the rou-| and to carry owt instructions. After two weeks she 

ir 1 nination during her first pregnancy | w! “Can I increase my diet? I find that is 

in 1917. §S was told that it would disappear after | impossible to do much work on the present number 

ie The pregnancy terminated normally. one | ff calories.” The diet was increased by 10 gm. of 

d the bal ind was fairly well, although under- protein and 25 gm. of fat. A month later she wrote 

“I find the new diet very satisfactory but must admit 

Ex ition of the urine in the summer of 1919 | that I am still hungry.” In August, about six months 

i lis sugar. The patient consulted a|after her examination in the clinic, she had gained 

phy rf ise of fainting atlacks which began to 115 pounds, but the diet seemed insufficient. 
i followed by marked weakness and} Traces of sugar appeared in the urine occasionally. 

b] November, 1920, she consulted a} In February, 1923 the patient returned to the hos- 
phy n b 1 of weakness and loss of energy. | pital for a check-up examination. On the diet pre- 
Excesive amounts of sugar were present in the urine. | scribed she showed traces of sugar in the twenty-four 
At tl tin was also a slightly increased | hour specimen of urine. The test for sugar toler- 
thirs ed equency of urination, and a pecul-| ance showed the blood sugar to be 333 mg. for each 
ur r potatoes, although these symptoms | 100 c.c. one-half hour after the ingestion of 50 gin. 
ve prominent. Even after the patient was of glucose. She seemed in such good physical con- 
put « a restricted carbohydrate diet, sugar con-| dition, that she was advised to continue the diet, al- 
tinued to be excreted. Gradually all food was elim- though she complained of being hungry. 

1 from the diet except toast and postum. She | She continued on the same weighed diet until she 
st weight and was very weak. | again returned to the hospital in February, 1926. At 

In February, 1921, the patient was on a milk diet | this time she weighed 117 pounds and appeared well 
for two weeks. Because glycosuria persisted starva- | nourished although her weight was 20 pounds below 
NM was resorted to for five days, but the urine did} the standard for her height and age, and 15 pounds 
it become quite sugar-free. Three severe attacks! below her maximal weight ten years previously. She 
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“ffect of ingested glucose on the respiretory exchange, urinary excretion 
ee — = : 
and blood sugar in case of benign diebetes 
RA da ic Eade semi 
Respiratory exchange. Urinary excretion, gmsBlood 
| Total Kespiratory |Metabolic/Amount| Specific] Sugar Sugar 
> * . | | ° 
Period jcalories quotient rate | gravity | 
- + - — —_——+ , 1 
| 
Fasting 56.6 | 0.76 = 25 1.012 0 10.096 | 
7 55.6 | 0.77 ~1 | = 3 | } 
eS) a a oun 
~ - | 





One-half 
One hour 
Two hours 
Three ho 
Five h 





. a 
: 
a |e 
a 
3=7 
2 9 7 
3-9 
2.) : 
Lomein 
Pad 4 
19 
<a 


bt let ee pe 


es) 


later 


er 
er 








'e7) 
c 


nH MD 

23 & & 

>. 2 = 
De ~jJ CA eH OO 


Ole | 
6% | 
OV. 


ar 


Ai 


9. 


ion of 100 gm. glucose in 500 co.c, water, juice one lemon 
. March 20, 1926 
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Tat 3 
Metabolic fir n case of benign diabetes 
Vise t 2) | Sumnairy 
: | } 
} | | | 
° G] é |} *<£ « i @ 9) | 
| E ‘ | bh ¢ ~~ ei+ °° » | 
bi ——— —___— ag ¢ a & co Ee | @ | 
a Oo 4 % bol &% OO | & @ 
° ” 1 a c wo | 7 As, [Cd 
d aid “ q nN % O| > =] > * | OE | 
a on ve af . dl | = © + = + ¢ | 
be |} £O + m7) ade ) ve ©] © s | ®@o |} 
O Zo E  & be oe!1O ep oh | 
a |5 “a ¢ < v4 e x | OO} bh HY} Re by Ob 
a Qr- b > “4 : In EO] BF] @ F ao x* ¢ | 
© ae > do < = a ; = aD e- Ceri} C . ©) 1; oO oO & | 
ee ———— — + $ = = [ee 
2207) 119 875 6.1 1 0,94 
2207 | 119 1225 
ons | ; AE ‘ 
2207 | 119 ¢ 6.1 1191 6.23] Sea 3 
| | 
i — — — + - 1 
2260 | 149 5 91 
2260 149 1350 8.) 6.3 | 
2260 | 149 
2260) 149 1850 / 11.0 / 9.5 |7.4] 42.5] _} 149] 9.51 6.4 | 
2380 179 1925; 10.5 14.7 | 0.95 | 
2380 | 179 1850 | 27,0 9.4 
380/179 | 1650| 8.5 762 | 
180 | 2380 179 1250 5.6 |11.5%/6.0) 44.4 179} 11.25) 6.4 
— Al al ges | = od | : | a 
180 | 2500); 209 16£ 16.3 l 022 
180 | 2500; 209 1900; 12.3 6. 
180} 2500| 209 | 1250} 12.5/13.8 |5.5| 39.4 209] 13.8 6.6 | 
180 | 2620| 239 | 1750| 10.7] 6.1] 299 | 
| | | 
160 | 2620] 239 | 2000} 9.0} 16.9 | | 
180] 2620| 239 | 1800! 9.3] 967 |6.5] 40.8 239] 967] 4205 | 
er respiratory infection. 
of three days. x Not ] 606 
s I metab rate also shows 
Tabl Dp ] wer eted in the urine 
d. d's A ialf hour The blood sugar 
luring fa 1 rh to be normal, but returns 
d ne col 1 me considered normal. The 
Lem 1 ng feature in this table is the extremely 
ed. Subseg wl the blood sugar fell following we 
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JSUAL BLOOD SUGAR FINDING—SMITH 663 


hyperglycemia During the two hours when the] four hours have been rigidly restricted. The 
= ood was 0.036 and 0.067, the patient was in|... ms attending the reaction 1 ical 
blood . M svmptoms attending he reacti are 1d0entic: 
‘otrass. complained of headache and hunger. | * ; oe — : 4 a on 
as as tf stless, although ordinarily very com- vith those observed after an overdose of insulin. 
oe 1 A mor of the hands and perspiration on | In retrospect it appears that this patient was 
the brow e noted. The patient says that she has bjected to unnecessary dietary restriction. It 
n less degree when she suffers , 4 F } war Ren 
Saget ser A | not have been justifiable, however, to have 
inte traated her therwise 1 ~onelnde ths ihe 
7 findings for two weeks are given i L el e nerwise, l'o econ id lat the 
Table 3 se was benign would not have been warranted 
A bd . | ryvy 
As t d was increased in carbohydrate, thr hin a shorter period of observation. lhe 
\ kept constant, so the only varia rm don by insufficient treatment in a case 
nlake. Phis was incr ased 30 &m.| of true diabetes is far greater than that attend- 
] lays. The excretion of sugar hat = . ee — } 
no sor : ‘ > ACCT ye "Os ant the “Ola. 
rll lid not increase in the same proportion, a oe _ waa CACESSEVE al atm mt In le rela 
— ilways excessive. The percentage | tively intrequent cases of diabetes innocens. 
xcreted remained nearly constant. The 
yd su before breakfast remained constant. CONCLUSION 
T) vere 1 symptoms of diabetes at any time, | : : p . : ; 
ria, no thirst. The patient stated that when Benign glveosuria was diagnosed in this ease, 
he high-carbohydrate diet, she was] and a good prognosis offered because of the fol- 
e had been for years. For the first | jowjnoe facts: 
beg dieting, she was not hungry ‘ = > ‘ a 
. AF 1. Glvyeosuria is of long duration and it has 
I noticeable. . kee ; ; : , 
persisted nine years without increase in severity. 
COMMEN' 2. Sugar is excreted on restricted diets and 
ee ee ae .| its exeretion on unrestricted diets is no greater 
No a pt is made to classify the type of . : “me 
1: , & in proportion to the intake of carbohydrates. 
tes present n this Case. It is not the so- a =e , “ 
| : 3. The blood sugar remains normal even 
nai dadlavetes vpecause the blood sugar . : ye ° . A 
“teh a : hen the diet is rich in carbohydrates, as tested 
rises too high. After glucose test-meals, carbo 


+7: a sample obtained before breakfast. 
lrate is utilized in a normal manner as shown 


“eg ' > +. The respiratory quotient responds to a 
rise in the respiratory quotient, yet at 


pe ; ' rlucose meal as readily as in normal persons, 
ne time the blood sugar is abnormally 


high. The metabolic findings, using Woodyatt’s BIBLIOGRAPHY 





study, parallel those he reported in W. R.: Diabetes innocens. Jour. Am. Med. Assn, 
_ 3°.9 me 2a II, 1 
~ mild diabetes. nase, 
ij G and Rabino } I I Rer ria; 
‘he onset during pregnancy adds to the per- clinics nd metabolic study. Q M 1924, 
} . ° . ee | bU-L 4 
ease since it places it in the con- ee bel 
: group of pregnancy glycosuria, some of ngeren Seneches aa 439 
become very severe, while others disap wT. 6. ant Hides Ot aie 
ermination of the pregnancy. ‘ tion of carbol d ate in cas suria 
. ir. Biol. Chem., 1925, LXIII, 681-65 
lhe ver ww blood sugar, 0.036 om., ob n, David: Mild diabet n 
’ : ’ , I 1915, XXX, 331-341 
served five hours after the glucose meal of : 
sf ’ nese “ 7 H Ueber den Dial Jugend 
i) 16, 1926 was attended with symptoms 0] ! gleich ein Beitrag I Dia 
: ' . ° betes. Deutsche med. Wehnsct XI 7-221 
poglycemla Such reactions have oecasion- 


n observed in normal persons after glu ~ Oi, aes Aneeee, B. 2.3 Se = ee 


ose test-meals especially when the _ carbo itt, R Some n 


the diet of the preceding twenty Pb te ome persona with 
—_ 
AN UNUSUAL BLOOD SUGAR FINDING DURING 
AN INSULIN REACTION* 
BY MILLARD SMITH, M.D. 

wing insulin reaction is reported be n a dog in convulsions due to a large dose of 
nusual blood sugar finding may have | insulin, of 27.0 mgs. and 16.0 mgs. by the meth- 
Sig] cance in the question concerned ais 0 ho] n and Wu and his own respectively. 
ur ‘the redueing substances whic! fle states that he believes the blood was actually 
blood sugar reagents used in the} free from glucose and that even his method gave 

| nand Wu. too high a result. 

x Say | 


necdict as introduced a new method foi More recently Folin® has introduced a modi- 
let nation of blood sugar which gives fication of the original Folin-Wu_ blood sugar 
ower values than that of Folin and Wu. He ob-| reagents and obtains values even lower than by 


blood sugar values, in the blood obtained | the method of Benedict. These workers seem to 
believe that the present blood sugar methods de- 


Memorial Laboratory, Boston City Hos ’ - ° 
rmine glucose plus an X-reducing substance. 
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1926 
eland s it eyanotie, followed soon by vom- 

5s A ne 
H a icled fo Insulin jp 


‘ , the question was entertained that q 
OAS ntestinal upset might account for a large 
S\ ptoms lo ake sure, a blood 


irm and e€Xam- 


Folin a Wu The solutions and technique 


edict ~ ? | I f I 3 Lit iriy t T lir t] i 
blood sala Miia 1 every detail to the directions given 
ood @ S ab ok ig 
The 1 nd during the ins by these authors. There was not the slightest 
ne Db : 1d ring th Ve * tartrat | 
rong \ecests reductioz he aikaine copper tartrate solu- 
reac | pales . s ——) > 5 th 
i? dueing l he phosphate molyt 
A ‘ S ? . | | | 
o n added. ‘The blood sugar was 
S li 
e foul izero. ‘I determination was later repeated 
a) 0 » ] 
iW I esu 
who : D at . 7 | 
Yur eating of the test it was seen that 
| r amet tine a tha 
ol l il tu l l : [ 
= , ’ VAS low at before 1 
sin( : tag Lon aeerege | | 
I Many combi letermil n Was finished the patient was given 
een ) ian! ing ean | af 
i. , nd . 1 sub Iv 0.3 e f adrenalin. Just after 
ions + ee eee bi : 
I } i ti { ! iS n Ii x bited a Tew 
—_ . ~ iter i I 
| : nuscles of his hands and arms 


imme WU ral 
after na l 

retuar. i given D 
at 3 ning 1 
su.in Z S 01 ir he ap 
, , 
sieep I ill i 


han 100 ee tf 10 pere nt zlucose solution 


sO appeared as strong 
I : 
~ \ pe "lVCa SVIMptoms 


x | irs lal pogivycaemla may be acéom- 


) nar a depression Ol pl \ sidlogical ac- 


elucose by mouth will not be ab- 
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CEREBROSPINAL MENINGITIS 


an 


1805, Vieusseux, in Geneva, studied 
epidemic cerebrospinal meningitis 

lecided it could be distinguished from the 
ase with which it had previously been 
[hat disease has since been further 
into typhus and typhoid. He 

his conclusion through autopsies, the 
differentiation 

ir. working independently, 
in Medfield, Danielson 
Mann, came to the same conclusion, also by 
Murchison in England 
and the English fol 
Probably the disease had es 
for various 


then .possible 
two 


S setts 1Loctors 


Sies 


‘laims. 


es HeTto 


re this time, 
back as the sixteenth -entury de 
at least suggest cere 
In 1810 there 
villages of Massachusett 
» Medical Society studied and 


During the War « 


-antonments 


ies which 
neitis were Si 
mal n the s that 
f the 
he disease. 
in the 
is spotted fever but } 
-hopneumonia and meningitis 
War there were not many 
widely disseminated after 
was wide-spread during and afte 
In 1866 a committee of th 
Society studied 280 In 1873 the 
eas ‘evailed under eondition:s 
t tl r 1904-1907 saw the maximum distri 


| y T eg ia) Vv ted 
~ ~ PXISbTeC¢ 


Yrobablv in 
ican 


as 


CASES, 


epidemic 








b n and mortality in the history of th 
TI ge distribution has varied greatly in 
lifferent epidemics so there is no agreement as | 
. ve erolup is most susceptible. In Mass 
1S about half the deaths recorded under 
se diagnoses which probably include most 
f t] erebrospinal meningitis have been at 


lished bv the 


chusetts M So 


Health of the Massa 


Committee on Public 


ety 


under five, and three-fourths have been 
under twenty (table 11). So it is concluded 
that children and young adults are’ most sus- 
ceptible. The sexes seem to be equally at- 
tacked. 


aves 


The disease is most prevalent in the wint 
months and it thus corresponds in this respect 
to the other diseases supposed to be transmitted 
by naso-pharyngeal scretion. Cold not a 
direct factor, for the disease occurs in the trop- 
ics, and if the meningococcus is exposed to a 
temperature of less than 22°C it promptly dies. 
But eold drives people more indoors, to closer 
contact with each other, and eatarrhal in- 
flammations of the upper respiratory tract are 
more in weather, the resultant 

ezing, coughing, and spitting affords more 
ortunity transmit infections, by the op- 

m of chance alone. Besides, in cold 
ther there is more than a tendency to main 


+ 


n too high a temperature indoors. 


is 


as 


common 1 cold 


to 


The etiological factor was proven in 1887, 


but had been suspected some years previously 
The causative organism is non-pathogenic in the 
iso-pharynx where it is often found, but path- 
enic to the meninges. Fortunately only a 


all proportion of those who receive infected 


material contract the disease, but the most vig- 
orous and healthy individuals are often in 
‘luded in this minority. Lowered resistance 

‘ms to be a faetor in susceptibility War 
xperiences very definitely point to the fact 
ha the incidence of the disease was rhest 
where recruits were suddenly plunged into a 
heavy schedule of work and training Ordi- 


narily the period of ineubation is from two to 


ten days, oftenest seven. On the other hand 

may be much longer, for individuals who 
ive been..carriers for some time oceasionally 
evelon the disease, and if the organism in the 
pinal finid, is the same type that he has ‘‘ear- 
ried his ineubation period was relatively 
n Vaughan thinks this depends on indi- 
vidual permeability of the walls of the naso 
pharvnx Most persons have a natural im 
munity, even when they become contact car- 
riers, but an attack does not seem to confer 


permanent immunity. 

This disease has always been one largely of 
the barracks, and generally of 
or it is the recruit and seasoned 


in time war. 


not the so] 
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lowing 1i 

J Llowlng 1st includes 
erowded ; in’ n \ ils in e@ivil lite have those diagnoses which appear aS Causes of 


dier who is the easy victin Epidemics among | Mass: setts. The fe 
not been unknown Vaughan ealls att 
to the fi it u 865 all the reported epi-| cerebrospinal meningitis might have been re. 
demics Vv n re@ions. Since the ported. luberculous meningitis is not in- 


ention| death under which actual cases of epidemic 


cities bet ed, although villages | cluded. 
still epidemics and 
farmhé 1 cases. There are 


probabl: 13,0 ind 2U,UUU cases Ol 


diseas ! stration area I 1855-187 Ceph 
United S luring the W 1873 Cephalit 
War 1 2988 wit 1179 deat] Cerebrospinal meningit 
ease ta ! ited With se ' — 
a eningit epidemic, cerebrospinal 
this vu CCl g pl 
70% | I emic, cerebrospinal, un- 
+y \ ~ l yt) ( 
Mo1 I I } lhla ii vel : 
z , ; i-19 ( spinal meningitis, undefined 
y S \ n 1LIl Su A , 
fit le] yr é 
The d t ever S ‘e Van n-¢ erebrospinal meningitis 
iels< 


747 
subs wate 
diag ( 
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B S 6.495 
T] ‘ 56,019 b , 
4 n 10 + 688 SH 
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) t ~ 
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tain O 
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‘a . | n ind \ Dbrospinai mel £1tis 
t] 1S 772 
t t ‘ . 
be ( f ) a S lI £5O0U 51% 
} 1,135 13% 
wilt rebi symp 6-9 1% 
domi i ym 18587 Ly i6 b‘ 
26 d wer 
al » { 1% 
Tal i 11 
cul dis X 
? ( vel 
T! TY Y ~ V l] } ) ne 
ry 2 > l m¢ S 
tnos l he re O! 
rt eath 63 
Gomsnn a. Aatge chen inder £ 173 18% 
: I l unael ) io A 
towns » WI er from towns smalle 5-9 10) 11% 
than 5d! ! no of the to 10-14 18 5% 
] ») Tes 
ber. | 19 ol e Massa iJ re J‘%o 
7 4} - 7 4 
Depart? P Health the diag of 
‘ . y+ ] ' 
man a “ine TABLE 11D 
rears W | lonhtfn wine TH nire . 44 mm a] 1 
ee loubtrul owing _ fable11A Table11B Table1iC 
} + . } a6 
quent nfirmation, and also becauss =~ ai i 6407 51% 48% 
man Tt 1 i wed that the mening } s¢ 13% 11% 


tis oceu eumonia or ibereu 10-14 1%, 1% 5% 


. ‘ ' 1g rx. 9% 
SIS. I Lie 19 ‘Tr Si 1] more SK , ( 0 
was | l dy of histories of cas¢ , — n20F 

. y i be io°7K 
sh AS , OT them were a) 


There ; been mor confusion in the ter n tables 11 A, B, C, and D are shown te 
minology of this disea than 1 other in! number yf reported deaths under the various 
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Vo 
Num 
enoses Which probably included most of the | 


cerebrospinal meningitis. With suc 
diagnostie confusion it is not possib 
any but very general conclusions. T!} 


eplaenie 
extreme 

alrea 
to MaKe 


i 


COMMUNICABLE 


jitrarily chosen groups in A, B, C, and| the upper air passages. 
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carriers and they exist in groups, it is the ex- 
sh | ception to trace a case to one, Carriers may 
| temporary or chronic, In the Jatter there 
be a local focus of infection somewhere in 


le be 


e | llay 


I 


Carriers are obvious- 


D have very similar age distributions but the|ly more important as sources of the infection 
‘oral amount of the specific disease included in| than the sick, in whom the disease is recognized 
‘hem is very uncertain. ind whose activities are limited if by nothing 
g as is known the only source of the in lse than the severity of the disease. Glover 
tine organism available to produce the| showed that the meningococeus carrier rate is 
seqse in another is the nasopharynx of a hu |a direct index of the degree of overer wding 
in who is either ill with the disease or} and that when the space between beds is in- 
The infective material leaves} creased the carrier rate d ops to normal. This 
ndividual either in droplets, or on| rate shows a sharp rise just before an epidemic. 
: jistened objects such as eating uten-| He regards a rate of 20% as the danger line. 
tile [he virus must reach another person | M nk’s data, from the Great Lakes Training 
is to find a new home, for it does| Station are very conflicting and indicate no 
long outside the human body. lhe ch rule. 
may be received in inspired air whie The disease is an anomaly so far as its con 
ns infected droplets, or via food or eat-| trol is concerned [ts etiology is known and 
s, or by contact with carriers or sick | its mode of spread is understood but its con- 
lal; The last method is rare, how-| trol has been a failure It has been shown to 
li n be readily seen how crowding | be useless to swab contacts by the thousand and 
t] chanees of receiving the in en to isolate the carriers, fi when the latter 
rial in inspired air. Also whe segregated, new crops developed at once. 
nditio1 crowded, messing faci normally existing proportion of rriers is 
ise congested and eating utensils sible for the spo e@ cases e thi 
cleansed. The actual soure nally found, \ ndivid- 
s difficult to trace. Mos At time nste 0 ( ses main- 
based on cireums radic, an epidemic starts Some cause, 
e probably is son init overcrowding, has num- 
-. to be d ( | oth ( ndividuals who ree the nvrocoe- 
ek of \ lation into their nasopharyngt r inism 
nereased oOpportunitie tendant conditions have changed so that 
saliva. The literature does} virulence or ability to grow on a nasopharynx 
vy epidemics as occurring | nhaneed. Then the epidemie dev 3. 
he most important control] measur s to 
meningocoeeus earriers is a| ind correct the underlying cause. If it 
lt venerally agreed tha vercrowding, the remedy is lisperse th 
n of them is about tv lividuals Time spent in searching for car 
lation and that this figure ers is better spent in a study of the underly- 
uc igher (10-20%) during an} ing conditions Persons who have catarrhal 
In no other di is the propor-| symptoms and who sneeze, cough, or spit should 
s to es so high But the very | be isolated at any time, epidemic or not, and 
, ntages reported bv some. obser, neral personal hygiene measures should be 
ssible Zinsser calls attention ommended in order to reduce catarrhal in- 
S t such organisms as M nmations of the upper respiratory tract. 
halis, pharvneis siceus, and M. flavus m this is not recommended with any idea that the 
n mistaken for the meningococcus.| meningoeoceus causes such symptoms but be- 
H rr. the fa remains that so far as we] cause an individual so infected has much great- 
v most cases are contracted from earriers| er proclivities for spreading his mucus. Over- 
nd not from the actually sick. Infections | crowding takes place in public conveyances 
ng rs and nurses who eare for cases | d ring the entire vear, but there is ventilation 
iratively rare. Vaughan and Palmer} during warm weather. Similarly with public 
reported that of twelve eases at Camp Cody not | gatherings except theaters the majority of 
ne was associated with another. At Camp| which are now satisfactorily ventilated during 
Beauregard all the 132 eases were independen! | the entire vear. Therefore, during an epidemic 
of one another and there were no secondary | the public should be warned to avoid crowd- 
aseS in any organization. Carriers are more | ing. 
difficult to handle than in diphtheria where a} Insufficiently washed dishes and eating uten- 
virulence test is possible. They are numerous, | si'!s are probably an important factor, especial- 
nd eases are few—five to one, according to|ly in camps, industrial organizations, restau- 
Vaughan and Palmer—especially at the close| rants, and boarding schools These articles 
an epidemic. And since there are so many! should be washed in clean water sufficiently hot 
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e venience it causes for there are sO many un- | that the period of incubation was ten days. 
woeoonized cases and carriers which are not iso-| On March 1, 1921, encephalitis lethargica was 
tad that the number of cases so transmitted | declared a disease dangerous to the public 
wee w relatively very insignificant. | health, and reportable in Massachusetts. In 
= ; ” ae | 1921, 117 cases with 73 deaths were reported 
14. ENCEPHALITIS LETHARGICA |The next year 163 eases and 82 deaths were re 
. The first definitely known epidemic of what} corded. 
D « now called encephalitis lethargica occurred Until more is known of this disease its con- 
\ustria in the winter of 1916. During 1918 | trol will be impossible. There is not even defi- 
1 1919 the disease spread to the rest of Ku-| nite evidence that it is communicable. Those 
‘o and to the United States. These mani-}| who consider it so, speak of the infectivity as 
tations of an apparently new disease caused} low; in order to find evidence on which to base 
rough search of the literature for evidences | that conclusion a careful search of the litera- 
is visitations of any disease with sim-| 4 is necessary, for comparatively few cases 
- symptoms. As a result of these studies it! point definitely to contact with another case as 
. thought that the disease known as ‘‘nona’’|the undoubted source of the infection. On 
h existe in northern Italy in 1890 may| the other hand, if the disease is communicable, 
y ogsibly have been encephalitis lethargica.| jt may be assumed that there are many mild, 
‘are also descriptions of outbreaks of} missed, and abortive cases, as well as carriers. 
T ‘conse in the late eighteenth and early nine-} who are able to transmit the virus. Inasmuch 
I one th enturies which suggest the malady as it las there is no diagnostic eriterion no one can 
< now understood. Much attention has been} say definitely when the disease exists. It 
rded the disease in the last four or five| should certainly be a reportable disease for 
ars purposes of study, but no other measures need 
l 1] known work of Loewi and Strauss} be taken. If the-patient is cared for in the 
n ndicates that the cause of the disease is a fil-} ordinary cleanly manner no one runs an ap- 
erable virus which is found in the central ner-} preciable risk. There seems to be no necessi- 
s system and in the excretions of the naso-| ty of keeping children who are contacts out of 
Suecess in infecting animals has| school. 
ever been variable. The virus of herpes is | — eee ee 
ind constantly in the mouths of some individ- 
ils and occasionally in others, and when this| Of the three venereal diseases, chancroid has 
njected into animals often produces an en-| very little public health significance and is not, 
is For a time a relation was believed| therefore, being considered in this study. 
tween these viruses, but that belief| Syphilis and gonorrhea will be discussed to- 
3; now diserdited. It is possible that the ex-| gether, since they do not differ materially from 
nental encephalitis produced from naso-| the standpoint of prevention, and since the de- 
ryngeal secretions of eases of encephalitis] tails of treatment are not here being considered. 
thargica may have been due to the virus of | Syphilis has always recived much more atten- 
rpes. Nevertheless the disease is generally | tion than gonorrhea; the latter is still regard- 
ted as being a specific infectious one, al |¢ v many as ‘‘no worse than a eold,’’ and its 
here are indications of the existence] history is not even as well known as is that of 
mysterious realtionship between in-| syphilis Whether the latter originated in the 
e ‘ior poliomyelitis, and encephalitis} New World or whether it had existed from time 
rgic These three diseases are all very| immemorial and had merely had a recrudesence 
igue as to their etiology and this ignorance | in its virulence late in the fifteenth century is 
leared up before any great steps in | still a moot point. At any rate, when the meth- 
trol ean be taken. od of transmission was recognized, during the 
The disease is not common in childhood, or| fifteenth and _ sixteenth centuries, a _ great 
it least is seldom recognized at such ages. The} change took place in the attitude toward pros 
sexes seem to be afflicted equally. If there is a| titution. There were two causes for this; the 
linite isonal incidence it is the winter | fear of disease, and the Reformation. Activ 
onths, although too few eases have been stud-| measures to combat the venereal diseases were 
1 to be certain. The case fatality aries | first taken by Denmark, in 1672, when treat- 
Is (rom 20 to 33% as reported by different ob-| ment by quacks was forbidden. In _ 1750 
rvers, probably depending on how many mild| French orders required that prostitutes com- 
n * abortive cases are included in the basie fig mitted to the workhouse must, if infected, be 
§ Ires Kling, in 1920-1921, studied an epi-| cured in hospital before beginning their sen 
emic in Sweden which occurred in small com-| tences. About forty years later Denmark pro 
h unities. He reports the morbidity to have| vided free hospital treatment for all cases and 
4 een from 7 to 45% in the villages. In some] in 1859 penalties were placed upon those propa 
x- families nearly all members were afflicted. He | gating the disease. Ten years later the study 
of stresses the many abortive cases, which are im-| of these diseases was required of all students of 
n- 


portant factors in transmission. He eoneluded! medicine in that country, and in 1874 tl 
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more difficult problem than syphilis.| from sexual intercourse and the preparation or 


co notification of these diseases has been in}‘preservation of food, the general public will be 
nraetice there have been fewer cases of the| protected. He must also avoid infecting the 
faemer reported than of syphilis. This is con-| other members of his family, using separate 
tart to t prevailing ideas as to the relative} dishes. towels, ete. In other diseases carriers 
Prequen occurrence ot these LWo cdlisease,s are more or less numerous but we are powerless 
ly all probability this discrepancy is due to; to cure them. In the venereal diseases every 
ca ‘that gonorrhea is not considered as im. | ease is a carrier, and in syphilis at least, the 
nt as syphilis and therefore is not so gen-| cure is certain. But it must be made easy for 

ly rep rted. Gonorrhea is not so fatal as| the infected person to get proper treatment. 

: ahitis hut its cure is more difficult and ear-| The majority of physicians are neither willing 
- are both relatively and absolutely great-} nor prepared to treat these diseases, but they 

n number. The public must realize that] should be able to refer such cases to reliable 
Osler said it is ‘‘a great communiecabl | practitioners where they can be efficiently treat- 
lisease, many of whose victims are innocent.’’ | ed and advised. Every patient able to pay 
The source of infection, the mode of trans-| should be under the care of a competent physi- 


the incubation period, and the period e latter is the bulwark of the battle 
mmunieabilitv for the venereal diseases| against the venereal diseases as well as against 
tly well known, beyond any doubt;| all the other communicable diseases. Early and 


nereal disease fivht is not| skilful treatment diminishes the sources of in- 





sapped by any uneertainty as to these} fections. In order to assist physicians in. their 

te «= "The lecessary steps are eclear| intelligent and effective handling of these dis- 
sibility of making full application| eases four measures must be undertaken: the 
knowledee seems remote. Looking| suppression of quacks, the removal of patent 

ture, the education of the publie is} medicines from the market, prohibition of ad- 

more important in the venereal diseases| vertising of such nostrums, and cessation of 
communicable diseases. The druggists’ prescriptions and treatments. Leg- 
=f tial in control measures is similar to| islation is needed for all four, as a background. 


Prosecution will be needed for the quacks, but 
campaign of education for the druggists as 


other communicable diseases, name 
recognition followed by reporting. 


| . 2 
As 1id to early diagnosis the state laboratory | conducted by Kelley in Massachusetts can be 
. luable. It is also a check on reporting | SU ssful without a specific law. Druggists 
Not tion is of real practical value which is| Wer personally seen and when the matter was 


not ¢ f such diseases as varicella and meas-| eXplained to them were practically all willing, 
3 r} vase should be reported by office | 2 | cid co-operate. Applicants for treatment 
when treatment is instituted, and not| at a drug store should be informed by the drug- 
by name and address until the patient fails to] 28! where free clinics or qualified physicians 
continue treatment as directed. If the patient |}imay be found. It is of no avail to abolish 


advice given him as well as could quacks and patent medicines if there are in- 
expected, there is no need of the health au-| sufficient facilities for correct treatment. There 
ties knowing his identity, but once he stops} must be provided detention homes, and vene- 
treatment he becomes a neglected carrier, liable| real wards in general hospitals. for the quaran- 


; 


remain so for an indefinite period, and a ine of the refractory as well as dispensaries 


rect concern of the health department. Re-| and clinics for those willing to take treatment 
ports giving name and address should be| but not able to pay a physician. Care must be 
sealed A regulation requiring the labora-| taken that none who are able to pay are given 
tory confirmation of each clinical diagnosis} free treatment. The co-operation between phys- 


seems wise not only in justice to the patient but ician and ¢linic must be complete, and this will 
is a check on reporting. e impossible if the clinic treats those who 

Isolation in the venereal diseases is not neces-| S#ould employ a physician. These clinies may 
same as in the other communicable| b€ maintained by the health department or 
diseases It may vary from simple instrue-| ther municipal department, by federal, state, 
tions from the physician to his intelligent] °r county funds, or by private agencies; they 


sarily 4 a 


nt, to forcible detention of the ignorant or} ™ust be so located that patients may visit them 
wilful Legislation is necessary in order to| With a minimum of observation by the curious. 
~ a 20 isolate those who refuse treatment Care should be exercised in reporting pa- 
nad presumably spread their infection. Such|tients-as cured. It would be safer never to 
‘aw does not need frequent invocation, for| discharge eases as cured but to release them 

{ and persuasion often accomplish all that| {rom treatment and then only after a negative 

$s needed The fact that such a law exists has| spinal fluid Wassermann test. Following this, 


nenys 


neficent influence, however. Besides forei-| they should return for several semi-annual 
ae detention, adequate treatment facilities must | blood Wassermann tests. Cures will not only 
De ‘OV rey, — Panta — rafp.a 1h) : - . : . : A 

provided. If the infected person refrains! diminish disease ineidenece but will lower the 
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mortality rates for the diseases of infancy and 
of middle life. In rural regions treatment fa- 
cilities are badly needed. On admission to the 
Army, men from Alabama, Mississippi, and 
Florida were found to be infected to the extent 
of ten to fifteen percent. The only remedy 1s 
for the rural practitioner to prepare himself to 
take care of such cases to prevent their neglect 
or ignorant handling. Patients must be per- 
suaded that a long time is needed for a cure, 
for the tendency is to be delinquent once the 
open lesions have disappeared. Here, follow- 
up work by letters, or personal visits, or both, 
may be very effective if tact is used. In the 
course of this routine infected contacts will of- 
ten be located just as in anti-tuberculosis work. 
In selected families, instruction may be given 
as to how to avoid infection. 


State penal institutions and hospitals should 
be prepared to examine all inmates and to treat 
where necessary. Complete permanent records 
should be kept for future use. Social service 
work among the members of the families of 
these inmates can be fitted in with the follow- 
up work from the clinics. Orphanages should 
be searched for those congenitally infected. 

Co-operation with courts is also productive 
of excellent results. Here the health depart- 
ment is largely dependent on those agencies 
which are concerned particularly with the mor- 
al and social aspects of the question. The ar- 
rest of sex offenders should be immediately fol- 
lowed, before arraignment, by a physical exam- 
ination. Discovery of a venereal disease should 
result in compulsory treatment whether the 
person is convicted or not, for such cases are 
most dangerous to the public health. Such de- 
tention and treatment should extend through 
the period of infectiousness regardless of the 
length of the sentence. There is an excellent 
field for the voluntary organizations in follow- 
ing up such sex offenders after their release. 


The pre-natal clinics should, as a routine 
measure, examine for, and treat thoroughly 
when found, venereal diseases in prospective 
mothers. Such treatment is doubly efficacious. 

It is often possible to ascertain the source of 
an infection by tactful questioning. The names 
of such individuals, their address, or any avail- 
able scrap of information should be reported to 
some voluntary organization prepared to make 
tactful investigations, remembering that such 
names may have been given falsely and mali- 
ciously. Infected individuals thus found ean 
generally be placed in charge of private phys- 
icians unless they are incorrigible, when the 
clinic or detention ward must be used. 

Health departments should be empowered to 
examine food handlers and others such as bar- 





bers and beauty parlor operators and to exclude | 
the infected until the period of communicabil- | 
ity has passed. Such individuals will be faith- 
ful in treatment for they will desire to return’! 


a 
to their employment. Routine examinations of 
this nature cannot wholly prevent the employ. 
ment of infected persons, for the examination, 
cannot be sufficiently frequent. An examin, 
tion at the beginning of employment and fp. 
ther ones at six month intervals is probably all 
that could be expected. 


Certain legislation is necessary even if 
forcement is seldom actually used. A mode 
code has been suggested by the U. 8. P. H§ 
and with modifications required locally should 
be on all statute books. Rhode Island has 3 
law prohibiting knowingly exposing another 
person to a communicable disease. The maxi. 
mum punishment is a fine of $100 and three 
months imprisonment. 


The eradication of prostitution, ‘‘the oldest 
profession,’’ is a dream, but this does not mean 
that no attempts should be made to curb. it. 
Each suceess in limiting this institution serves 
to diminish the venereal diseases. 

Individual prophylaxis is opposed by many 
on the ground that it encourages promiscuity 
and that this increases the disease rate or at 
least the number of cases. Such arguments are 
based on the idea that the fear of disease is a 
great deterrent to exposure. As a matter of 
fact this fear has but a slight effect in prevent- 
ing intercourse. In spite of all the preaching 
of reformers, moral persuasion, athletics, sex 
education, and advice to burn ‘‘fires on other 
altars than that of Venus’’ continence will not 
be the vogue among the adult population. If 
individuals expose themselves it should be pos- 
sible for them to be able to purchase individual 
disinfection packets of calomel ointment which 
have received the approval of the state health 
department. It should be as easy to obtain such 
a packet as to procure sheaths. The availabil- 
ity of this packet is no more a temptation to 
get infected than is passive immunization in 
diphtheria an encouragement to expose oneself 
to diphtheria. 

The measure which will ultimately have the 
greatest effect on the diminution of the vene- 
real diseases is the education of the public. Sex 
education of the young is probably most import: 
ant and requires the utmost care. The various 
methods of spreading information have beet 
the subjects for many exhaustive articles in the 
literature, and will not be considered in detail 
here. Health departments should also keep 
physicians fully informed as to the new relia 
ble procedures in treatment methods by distrib- 
uting reprints as well as by sending represet- 
tatives to the society meetings. Lectures with 
lantern slides and films, and pamphlets also 
have their field of usefulness in a general edu- 
cational campaign. The health department may 
also spread information through employers, 
through schools, through clubs, through the 


| ministry, and by encouraging certificates of 


family physicians (of the bride) before mat- 
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riage. In New York a statement has been in- 
corporated in the Domestic Relations Act warn- 
ing applicants for a marriage license of the 
necessity for making certain that they are not 
infected with a venereal disease. Education of 
the public will not merely help individuals to 
help themselves, but it will cause many of them 


to array themselves among the members of the} 





community who are active in influencing publie 

opinion, and in obtaining needed legislation, 

and in negating the influence of charlatans. 
(To be continued) 
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BY HERBERT H. 


Tue Probable Stimulation in the Rate of 
Growth of a Cancer of the Bladder by Deep 
X-ray Therapy’. Martin states that he has 
never seen a cure of cancer of the bladder by 
deep X-ray treatment, in spite of the fact that 
several apparent cures in France were reported, 
and he discusses in this paper a case in which 
it appeared that the growth of the cancer was 
stimulated ‘by X-ray treatment. 

At the time of the first examination a cancer 
about the size of a dime was found in the fundus 
of the bladder, the patient having had intermit- 
tent hematuria and dysuria for about four 
months. Operation was advised but refused, 
and the patient was treated by an experienced 
radiologist. At first there was some apparent 
improvement, then the bladder symptoms be- 
came much more pronounced and a cystotomy 
became necessary. Death oceurred at the end of 
a year. At autopsy an extremely malignant 
type of carcinoma was found. 

He considers that the growth, at the time of 
the first examination, was very favorable for 
operation and that it is unusual for this type 
of tumor to cause death so quickly. 


H. C. Bumpus, Jr.?, at the Mayo Clinie ad- 
vises frequent re-examination of patients treat- 
ed for tumors of the bladder, because of high 
incidence of recurrence. 

He does not believe that radium alone is 
successful in malignancy of the bladder,- espe- 
cially when other methods of treatment can be 
used. 


Radium is most useful in association with ful- 
guration or operation, but radium treatment 
followed by operation gives poor results.- If 
radium has been applied to malignant growths, 
the treatment should not be changed later to 
surgery. 

Tumors of a low degree of malignancy that 
are too extensive to fulgurate or excise, are best 
treated with cautery. 

_Cauterization is not applicable to tumors of 
higher degrees of malignancy; these should be 
treated by excision or resection. The most im- 
portant factor determining the final results of 





HOWARD, M.D. 


any type of treatment is the degree of malig- 
nancy of the tumor. 


A. L. Dean, Jr.*, in a paper on the Treatment 
of Teratoid Tumors of the Testis with Radium 
and the X-ray gives the following conclusions: 

1. Teratoma testis is a disease associated 
with a high mortality. In the majority of cases 
inoperable metastases occur relatively early. 

2. Because the differential diagnosis is dif- 
ficult, all intrascrotal swellings must be care- 
fully examined with the possibility of malig- 
nancy in mind. Serological and roentgenologi- 
eal data are frequently of value. 

3. A favorable prognosis depends upon 
prompt as well as efficient treatment. 

4. Simple orchidectomy alone usually does 
not give permanent relief. 

5. Pre-operative irradiation of the primary 
tumor is most essential. Microscopie evidence | 
demonstrates that the growth properties of the 
malignant cell may be destroyed. In cases given 
such preliminary treatment the mortality was 
25 per cent lower than in those not given such 
treatment. 

6. With adequate X-ray facilities at hand, 
the radical dissection of the lumbar and pelvic 
lymphatics seems to be an unnecessary surgical 
procedure. 

7. The high-voltage X-ray has been found to 
possess certain advantages over the radium 
pack, and no disadvantages have been noted in 
its use. 

8. Of seven patients with operable tumors 
who were treated, five (71 per cent) are living 
and apparently free from the disease. Of forty- 
nine patients who were first seen with inoper- 
able metastases, ten (20 per cent) are now free 
from signs of the disease. External irradiation 
alone was used in this group of cases. 

9. While the number of so-called five-year 
cures so far obtained has not been large, the 
fact that practically every patient was bene- 
fited to an appreciable degree suggests that 
when the technique and management become 
more nearly perfect the results will demonstrate 
more clearly the efficacy of physical agents in 
the treatment of teratoid tumors of the testis. 
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B. 8S. Barringer‘ classifies carcinoma of the 
bladder into two groups: cases of papillary 
carcinoma and cases of infiltrating carcinoma. 
These groups include all cases in which the 
tumor was removed intravesically up to June, 
3919, when suprapubic implantation was begun, 
and cases in which it was removed intravesi- 
cally or suprapubically since June, 1919. 

Of twenty-three cases of papillary carcinoma 
of the bladder, the carcinoma was removed in 
fifteen. In six the result has not yet been deter- 
mined. One patient is dead and another is 
dying. 

Of sixty-one patients who had an infiltrating 
carcinoma, eighteen are well and thirty are dead 
or dying. The result is undetermined in thir- 
teen cases. 

A large majority of both papillary and infil- 
trating carcinomata have involved the trigone 
and the neck of the bladder. Of fifteen cases 
of papillary carcinoma the tumor was removed 
intravesically in twelve and suprapupically in 
three. Of eighteen cases of infiltrating carci- 
noma the tumor was removed intravesically in 
six and suprapubically in twelve. 

The operative mortality of the suprapubic 
implantation of radium in infiltrating carci- 
noma is less than 2 per cent. 


H. Oliveerona® discusses the So-Called Urae- 
mia Following Prostatectomy. He believes that 
in deaths coming within forty-eight hours fol- 
lowing the operation the diagnosis of uraemia 
‘is erroneous because a true uraemia does not 
cause death until after several days. The diag- 
nosis of uraemia in cases of prostatectomy is 
usually founded on the presence of oliguria or 
anuria, but the suppression of urinary secre- 
tion may be due to circulatory disturbances. 

He reports two cases of anuria following 
prostatectomy. In both the clinical course is 
very similar. Immediately following the oper- 
ation the patient’s condition remained good for 
several hours, but on the second day there was 
a rapid pulse with cyanosis, coldness of the 
skin and oliguria. Finally there was complete 
suppression of urinary secretion. The first pa. 
tient died at the end of thirty-six hours. The 
second patient was transfused and following 
the transfusion 300 ¢.cm. of urine was secreted 
in four hours. The amount of bleeding in both 
cases was only moderate. 


He believes that the cause of death in such 
cases is shock by tissue injury, loss of blood, and 
possible infection and that the treatment in all 
of these so-called uraemia cases should be trans- 
fusion. 


N. F. Ockerblad® discusses the Practical Ap- 
plication of the Creatinin Renal Function Test, 
and believes that it is a more definite test than 
the phenolsulphonephthalein test and has adop- 
ted the following procedure: 





The patient is prepared for cystoscopy in the 
usual way after having been given from 1,500 to 
2,000 c.cm. of fluid about half an hour previous, 
Urethra catheters are then introduced and when 
the flow is established the time is noted ang 
collection is made for exactly ten minutes, The 
tubes containing the urine are then marked 
‘“‘fasting ten minutes.’’ After the removal of 
the tubes 0.25 gm. of creatinin in 5 cem, of 
buffer solution, mixed with 1 ¢/em. of phenol- 
sulphonephthalein, is injected intravenously. 
At the completion of the injection, the exact 
time is noted, the tubes are replaced under the 
catheters and collection of urine is made for 
another ten minutes and as many ten minute 
collections as desired is made. 

His experience shows that one fasting ten- 
minute collection and one ten-minute collection 
period are sufficient to give information of 
creat value. 

The advantages of this method are summar- 
ized as follows: 

1. The complete elimination of the substance 
without chemical change by the kidneys. 

2. The early appearance of creatinin in the 
urine following its intravenous administration, 

3. The rapid excretion of ecreatinin, which 
necessitates observation for only a short time. 

4. The brillianey of color which is imparted 
to the urine when it is prepared for estimation 
by the method of Folin. Blood does not inter. 
fere. 

5. The facility with which creatinin lends 
itself to colorimetric methods, making accurate 
estimation possible. 

6. The simplicity of the technique for quan- 
titative estimation. 

7. The non-toxicity of creatinin. 

8. The non-irritating nature of creatinin 
locally. 

9. The extreme smallness of the dose re- 
quired and the assurance this gives that no 
extra strain will be placed upon the kidneys 
during the test. 

Creatinin is a normal constituent of the 
hlood and an end-product of catabolism. So 
far as is known, it is neither destroyed nor 
stored up by any organ. The ecreatinin ‘est is 
intended to supplement the phenolsulphone>h- 
thalein test. 


F'. G. Bell’, in the British Journal of Surgery, 
discusses the teratoid group of tumors of the 
testicle and states that the majority of testicular 
tumors belong to this group and that the term 
‘‘teratoma’’ should be used only in the high 
complexed types displaying structures which 
can reasonably be interpreted as a successful 
attempt on the part of the tumor to produce 
adult or fully formed structure or organs such 
as the alimentary tract, the bones, the kidneys, 
the breasts and spinal cords. He applies the 
term ‘“‘teratoid’’ to the common, less complex 
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types in which the activities of the tumor are 
abortive and produce only a mixture of tissues. 


J. K. Hollaway and W. H. VonLackum® be- 
lieve that the prostate gland is infected in a 
large percentage of males with no previous his- 
tory of gonorrhea. The infection is frequently 
responsible for numerous local and general 
symptoms and also for conditions classified as 
of focal origin. Prostatitis is latent and can be 
diagnosed only after repeated examination of 
the prostatic fluid. Systematic treatment of 
prostatitis and vesiculitis, consisting of the usual 
eourse of treatment, vigorously and systematic- 
ally carried out, is in most instanees followed 
by definite improvement. 


L. P. Player® discusses the prostate and its 
influence on low back pain and in his summary 
states that pain in the back, until recently, was 
attributed in most eases to static conditions and 
nerve involvement in certain cases of arthritis. 

Rosenow and his followers have shown that 
bacteria from foci of infection have a selective 
action and that the different types produce ar- 
thritis, synovitis, myalgia, and myositis. That 
eradication of focal infection in the prostate and 
seminal vesicles as well as in the tonsils, teeth, 
ete., later cure these troubles. 

In prostatitis there are organisms analogous 
to those found by Rosenow in other foci. 

He emphasizes the faet that it is necessary to 
massage the prostate and strip the vesicles from 
one to four times on consecutive days. 


S. G. Jones’? reports a new method of search- 
ing for tubercle bacilli in the urine. It is a 
modification of the dilution method. The tech- 
nique is as follows: 

The urine is obtained by catheter from the 
badder or kidney. A tube of urine is centri- 
fugalized at a low speed for two or three 
minutes to remove the bulk of the pus and 
detritus. The supernatant cloudy fluid, eontain- 
ing a few pus cells and bacilli, is poured off, one- 
half is disearded, and the remaining half is 
poured into a second centrifuge tube. To the 
half-filled tube, one-quarter volume of 95 per 
cent aleohol and one-quarter volume of distilled 
water are added. This mixture is then centri- 
fugalized at the highest speed for forty-five 
minutes until is clear, the supernatant fluid is 
discarded, and a smear is made from the sedi- 
ment obtained with a flamed wire loop. The 
smear is allowed to dry and is then fixed by be- 
ing passed rapidly two or three times through 
a Bunsen flame. 

The centrifuge must be an electrically driven 
high-speed machine. When carrying a load of 
four tubes, it should make from 2,000 to 2,100 
revolutions per minute, this producing a force 
1,077 times that of gravity. 

The Ziehl-Neelson stain is employed. 





M. Negro", Pyelography in Renal Tubercu- 
losis. Surgeons of note have expressed conflict- 
ing views regarding the value of pyelography 
in the diagnosis of renal tuberculosis. The 
author’s conclusions on the subject are based 
on fourteen cases. 

In the early cases in which the lesions con- 
sist of diserete tubercles in the parenchyma or 
pelvis, a pyelogram is negative in all respects. 


It is essentially negative also in the so-called 
closed cases, although the parenchyma of the 
kidney may contain large abscesses and the 
pelvis and ureter may be considerably dilated. 
In these cases the papillae retain their normal 
outline and there is nothing pathognomonic of 
tuberculosis in the changes in the renal pelvis 
and the ureter. 


The changes revealed by the pyelogram in tu- 
bereulous pyelitis are of only relative signifi- 
cance. In hydronephrosis the shadow shows dis- 
tinet regular borders, but in some instances a 
faulty mixture of the opaque solution and the 
urine may be confusing. There is little to dis- 
tinguish the picture from that of pyonephrosis. 


In eases with uleer and easeation, the ureter is 
straightened and dilated and the pelvis shows 
dilatation and the outline of a segment of cauli- 
flower, but an accurate estimate of the extent 
of the disease is often impossible. Cavities 
filled with thick pus are not seen. Simple 
hydronephrosis, pyonephrosis, and stone may 
produce a similar picture. Therefore pyelog- 
rahy in these conditions is of only relative 
value. 

In view of the difficulties and limitations of 
the method and the relative precision of other 
means of exploration, the author is inclined to 
agree with Marion that in renal tuberculosis 
pyelography is of little aid. 


Jisendrath, Katz, and Glasser’, in a series of 
ninety-one cases studied by pyelograms to de- 
termine the frequency and cause of regurgita- 
tion of the bladder contents into the ureters 
and renal pelvis, find the condition was present 
in five cases. There were three cases of non- 
obstructive bladder and prostatic lesions and 
two eases of renal ureteral lesions before opera- 
tion. In twelve eases of bladder neck obstruc- 
tion not operated upon, it was absent, although 
this is the type of case in which it could reasona- 
bly be expected to oeeur. 

Their conclusions are as follows: Bladder re- 
flux may be congenital or acquired. That it is 
not a permanent affection was shown by a 
case of atony of the bladder due to spinal 
syphilis in which it ceased after proper and 
general treatment. 

They believe that bladder reflux plays an im- 
portant part in earrying the infection from the 
lower to the upper urinary tract. The condi- 
tion may lead to an erroneous diagnosis of 








676 





bilateral renal tuberculosis because it is a fre- 
quent complication of that disease. Acute and 
chronic cystitis prevent proper closure of the 
orifice on either one side or both and are im- 
portant factors concerning bladder reflux. 


Considerable difference of opinion still exists 
as to why the mechanism at the ureterovesical 
juncture, which normally opposes the reflux of 
the bladder contents, should fail to function. 
There are three theories advanced to explain 
this: First, a hypertonic vesical musculature 
forces the uretheral orifices open. Second, a con- 
genital insufficiency. Third, the proper closure 
of the orifices is prevented in the wall of the 
lowermost portion of the ureter from lack of 
innervation or disease. They believe that all 
three may be determining factors in certain 
number of cases, or that each one alone may be 
sufficient cause for the reflux. 


Gayet and Cibert'*. These authors eall atten- 
tion to the work of Legueu, and also reports of 
diverticula of the bladder in recent literature 
and a review of twenty-two cases of their own. 


From their study it would seem that the rela- 
tive frequency of congenital and acquired diver- 
ticula has been reversed; the acquired type, 
they believe, being the more common. In seven- 
teen of the authors’ twenty-two cases the cause 
is apparently obstruction. In the others, the 
diverticulum was probably congenital. In one 
of the latter, in which there were two diver- 
ticula, the kidney, ureter, seminal vesicle, and 
vas deferens were missing on the side of the 
diverticula. 


The congenital type occurs most commonly in 
an area just above and to the outside of the 
ureter where, in embryonic life, the mesonephric 
duct enters the cloaca. The condition is difficult 
to treat. 


Four of the authors’ patients were treated 
by lavage of the cavity without operation, three 
died. In three cases of diverticulum due to 
stricture, dilatation and lavage were followed 
by recovery. Of the three patients treated by 
cystostomy, two survived. Six treated by 
prostatectomy, four recovered. One case was 
treated by Young’s method and three of four 
resections by the standard operations were suc- 
cessful. 

The uninfected congenital type is 
radical treatment. Those, however, 
complicated by pathological changes are diffi- 
cult. They believe, however, that radical treat- 
ment should be used whenever possible. 


ideal for 
that are 


Beer" reports an interesting case of a man 
who had previously been operated upon by an- 
other surgeon for prostatic adenoma and blad- 
der stone. Following the operation, however, 
symptoms recurred. X-ray and cystogram, 
taken by Beer, showed a dumb-bell calculus, 
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other in a diverticulum. Evidently at the first 
operation the prostate and the intravesical] por- 
tion of the caleulus had been removed, but the 
latter re-formed. His treatment consisted of 
treating the neck of the diverticulum and re. 
moving the stone, followed by excision and ob. 
literation of the diverticulum. 


Negro and Blanc’ discuss thirteen cases of 
diverticulum of the bladder together with the 
X-ray findings. 

Most bladder diverticula, acccording to thege 
authors, are silent and are discovered only at 
cystoscopy or at operation for a supposedly dif- 
ferent urinary condition. 

In three of their cases, the condition was 
noted in patients under forty years of age. Only 
two of the series were women. 

In seven cases the diverticulum was para- 
urethral. In three, it was in the superior later- 
al wall. Two at the base of the bladder. One 
on the superior wall. In either the diverticula 
were single. The largest was the size of a large 
orange. “Some communicated with the bladder 
freely and were sessile, while others communi- 
eated with it by only a narrow channel, In 
one case there was hematuria. In one the con- 
dition was associated with pyuria and a sub- 
umbilical tumor. Two of their cases contained 
stones. 

The operative treatment indicated depends 
on the situation of the diverticulum. 

In a diverticulum at the top of the bladder, 
they advise resection down to the bladder wal! 
and drainage of the bladder. 

For a diverticulum at the base of the bladder, 
the section through the neck of the diverticulum 
down to the neck of the bladder and the estab- 
lishment of the largest possible opening be- 
tween the bladder and the diverticulum. 

For a diverticulum on the lateral wall, the 
dissection of the lateral wall of the bladder 1p 
to the edge of the diverticulum and resection 
at this point. 


Day and Martin’® state that, as a rule, two 
etiological factors are operative in diverticula 
of the bladder: (1) embryological defects in the 
bladder (weakened spots), and (2) obstruction 
(usually at the bladder neck). The modifying 
factors include situation (especially in relation 
to drainage), the size of the orifice, the size of 
the sae itself, the number of the sacs, the pres: 
ence and type of infection in various parts of 
the urinary tract, focal infections, the nature 
and extent of the obstruction, secondary i0- 
flammatory changes in and around the diver- 
ticulum, caleulus formation, and carcinoma. 

In from 75 to 80 per cent of the cases the 
orifice is located near the ureteral opening and 
as obstruction of the bladder neck progresses, 
the gradual inerease in the size of the diverticu- 





one portion of which was intravesical and the 


lar sac may be observed in eystograms. When 
the orifice is very small the patient suffers in- 
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tensely from infection and inflammation. Tu 
chese classical types the walls are essentially 
fbrotic. In every case with a diverticulum of 
considerable size opening near the ureteral ori- 
fiee and well-developed prostatism the sae is 
rigidly adherent and may extend to the sub- 
pubie ligament subtrigonally. There is usually 
poor drainage with stasis, infection, and occa- 
sionaly calculus formation, especially in the 
presence of urea-splitting organisms, such as 
streptococci, staphylococci, or bacillus proteus, 
which render the urine ammoniacal. Haema- 
turia is probably due to an abrasion or tear 
around the fibrotie orifice incideut to spasm of 
the museultature peripheral to the neck. In 
advanced cases drainage can occur only by 
gravity and intra-abdominal and peridiverticu- 
lar pressure. 

The relatively rare forms that require excision 
are: (1) the hour-glass bladder, and (2) the 
large singular diverticula at or near the dome 
or on the lateral aspect high up near the ver- 
tex, with the wall composed grossly of all of the 
coats; this muscular wall is merged into a semi- 
fibrous ring surrounding the orifice. Cystog- 
raphy is apt to mislead as to the degree of re- 
tension that may occur even with dependent 
drainage. 

In cases of diverticula of the antérosuperior 
dome with thick muscular coats the orifice is a 
most important factor. The position of the open- 
ing tends to favor drainage, but when an in- 
flammatory exudate occurs, the bladder irritabili- 
ty and intolerance of distention begin, and the 
swollen and contracted muscle at or around the 
neck shuts off communication with the bladder. 
This seems to be a very late occurrence, but pro- 
gresses rapidly when it once reaches a certain 
stage. On the other hand, the posterior diver- 
ticula are not capable of true contraction, but 
simply collapse; intra-abdominal pressure may 
partially empty them. 

A rarer but important type is the small 
fibrous diverticulum which is usually situated 
just above and very close to the ureteral orifice. 
Two cases of this type showed hydronephrosis 
which could not be aceounted for in any other 
way. . 

The following conclusions are drawn: 

1. Nearly every diverticulum with marked 
clinical symptoms is associated with prostatism, 
either hypertrophy or contracture of the neck 
of the baladder. Rarely, the symptoms may be 
caused by ureteral obstruction. 

2. Surgical relief of the obstruction is neces- 
sary in almost every ease. 

_ 3. Excision of the diverticulum is indicated 
Mm cases of well-developed sacs of moderate or 
large size, if drainage is poor. 

4. Advanced degenerative changes in the 
cardio-vascular system and kidneys may render 





excision of the sac itself inadvisable unless the 
eystitis is intolerable. 


Hinman and Hepler’? discuss Experimental 
Hydronephrosis: The Effect of Changes in 
Blood Pressure and Blood Flow on Its Rate of 
Development. _Splanchnotomy: Increased In- 
trarenal Blood Pressure and Flow; Diuresis. 

In the experiments reported the left ureter 
of rabbits was divided between ligatures about 
4 em. below the renal pelvis and in one group: 
of animals the splanchnies were radically di- 
vided at the same time. The animals were then 
given.a regular allowance of food and water and 
were killed at varying intervals up to ninety 
days after the operation. To determine the 
gross changes in the kidney, stereoscopic roent- 
genograms were made after the intra-arterial 
injection of barium sulphate, and the capacity 
of the renal pelvis was measured. The kidneys 
were then sectioned and studied further. The 
findings are summarized as follows: 

1. Complete obstruction of a ureter in rab- 
bits was followed by the progressive develop- 
ment of hydronephrosis. The degree of hydro- 
nephrotic atrophy was proportional to the dura- 
tion of the obstruction. 

2. Unilateral splanchnotomy caused a diure- 
sis on the side operated upon as the result of 
intrarenal vasodilatation with an increase in the 
flow of blood through the kidney. This diuresis. 
persisted for long periods. 

3. The performance of unilateral splanch- 
notomy after complete ligation of the ureter had 
no influence upon the rate of development of 
the hydronephrosis. 


Hinman and Hepler’® discuss Experimental 
Hydronephrosis: The Effect of Changes in 
Blood Pressure and in Blood Flow on Its Rate 
of Development. 

This article gives the results noted in a sec- 
ond series of experiments by the authors. In a 
previous publication they reported the results 
of unilateral splanchnotomy which produces an 
increase in the blood flow and intrarenal blood 
pressure. The rate of urinary secretion result- 
ing from this procedure with complete ureteral 
obstruction influences the rate of development 
of hydronephrosis very little, if at all. In 
studies reported in this article the authors em- 
ployed partial compression of the renal artery, 
which diminishes the blood flow and intrarenal 
blood pressure and thereby reduces the amount 
of urine secreted. These and the previous stud- 
ies of the effect of splanchnotomy indicate that 
undue importance has been given to urinary 
back-pressure as a factor determining the de- 
gree of hydronephrosis developing after ure- 
teral obstruction. Other experimenters have 
shown that partial compression of the renal 
artery produces a diminution in urimary secre- 
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tion due to cellular anaemia and a decrease in 
the blood flow and blood pressure. 

The authors’ experiments were performed 
upon dogs. Through a loin incision the kidney 
was exposed, the ureter was divided between 
ligatures, and the renal artery was isolated and 
then compressed by a special technique. The 
dogs were killed seven, fourteen, twenty-one, 
twenty-eight, and fifty-six days after the opera- 
tion. In each instance the kidney was found 
enlarged, and in the later periods the enlarge- 
ment was marked. The venous collaterals were 
greatly dilated. The rate of hydronephrotic 
atrophy and dilatation was constant and pro- 
gressive throughout the series. 

On histological examination of the kidney few 
atrophic glomeruli were found, fibrosis and con- 
nective tissue substitution predominating. 

The conclusions drawn from these experi- 
ments are that back-pressure and pressure 
atrophy are of less importance than a nutri- 
tional factor. The more rapid parenchymal 
degeneration that results from arterial compres- 
sion weakens the resistance and accelerates dila- 
tation in spite of diminution and back-pressure. 


Hager and Magath’® diseuss The Etiology of 
Incrusted Cystitis with Alkaline Urine. 

From their study and experiments, Hager 
and Magath conclude that the inorganic salts 
which are deposited in the mucous membrane in 
eases of inerusted cystitis with alkaline urine 
are due to a secondary invader, a gram-negative 
bacillus, which in its growth liberates an enzyme, 
a nrease eapable of converting urea into am- 
monia and thereby rendering the urine alkaline 
The resulting alkalinity precipitates the eal- 
cium, magnesium, and ammonium salts. The 
authors believe that the process may be suner- 
imposed on any type of bladder lesion. The 
initial lesion may be produeed by some process 
which has not been investigated, but probably 
is often formed from a focus of infection, as 
Rosenow, Meisser, and Bumpus have demon- 
strated. Perez’ bacillus, which is credited with 
producing erusts and a foul odor in the nose, 
also has the ability to convert urea into am 
monia. 

Sinee encrusted cystitis is far more common 
in women than in men, and since the organisms 
of the salmonella group are common inhabitants 
of the intestinal tract, Hager and Magath be- 
lieve it not unlikely that the source of salmon- 
ella ammoniae is the gastro-intestinal tract and 
that the disease is caused by the implantation 
of this organism on a bladder lesion. This eon- 
clusion appears justified also by the fact that, 
in the cases of women, the history often dates 
from childbirth or catheterization. The authors 
were successful in isolating the organism once 
from a culture of a stool. 


Braasch and Carman*® discuss The Pyelo- 
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graphic and 
Renal Tumors. 

In cases of renal tumor simple roentgen, 
ography may reveal; (1) symmetrical] enlarge, 
ment of the renal shadow, (2) local Projection 
of its contour, (3) areas of moderately jy 
creased density within a renal shadow of norm 
size and form, (4) partial or complete congey) 
ment of the renal shadow by the shadow of tip 
tumor, or (5) localized densities due to caleifiel 
areas in the tumor, or associated ealeuli, 

The presence of fimbriated streaks of cal. 
fication, noted in hypernephroma, is the Only 
one of the manifestations mentioned which jj 
considered pathognomie of renal tumor. Th 
first elue to a renal tumor may be furnished by 
roentgenograms of the chest showing metas 
tasis. Pyelography easily takes first rank 
among methods of demonstrating changes ip 
the pelvie shadow resulting from neoplasms ani 
eysts. These changes include: (1) elongation 
of one or more calyces or of the true pelvis; (2) 
shortening of the calyces; (3) encroachment on 
the pelvic lumen causing flattening of the pelvic 
contour, narrowing of individual calyces, ob. 
literation of one or more calyces or obliteration 
of the true pelvis; (4) broadening of the cal- 
yees; (5) pyelectasis; (6) displacement of the 
pelvis; and (7) deformity of the uretero-pelvie 
juncture, 

In the differential diagnosis thorough famil- 
iarity with the normal pyelogram and its w 
riations is essential. It is possible to distinguish 
the different tvpes of tumor. In eases of hyper- 
nephroma, which is possibly more common in 
the upper calvees, the calyces are deformed 
rather than the true pelvis and the primary 
roentgenogram may reveal calcified miliary 
The clinical triad of pain, palpable 
tumor, and haematuria is classic. In cases of 
carcinoma the pelvis is likely to be irregularly 
enlarged by sloughing of tissues, and the clin- 
eal triad is not marked. <A short history and 
marked deformity of the pelvis suggest adeno- 
carcinoma. In eases of polveystie kidney, ab 
normalities of the pyelogram are less constant 
and elongation of the ealyees is infrequent and 
likely to he associated with widening of the 
calyx. Solitary eysts mav cause shortening of 
the adjacent ecalyces and flattening of the near 
est portion of the true pelvis. The weight of 4 
evst at either pole may change the axis of the 
kidney. 

Benign neoplasms are rare and have no 
marks of distinction from other renal tumors. 
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PRACTICE OF ANY BRANCH OF MED1- 

CINE BY OTHER THAN LICENSED 
PHYSICIANS OPPOSED BY MEDICAL 
-WEEK 

Taz New York Medical Week, official organ 
of the Medical Society of the County of New 
York, in diseussing a legislative act proposed 
some months ago relative to the proper quali- 
fications of anesthetists, declares editorially that 
the practice of any branch of medicine by other 
than licensed physicians is not only detrimental 
to the advancement of scientific study but to 
the best interests of the patient as well. The 
bill in question sought to limit the administra- 
tion of anesthesia to licensed practitioners. 

“Tt was surprising,’’ says the writer, ‘‘to 
note how many physicians and hospitals were 
opposed to the project.”’ 

‘At this time it is almost platitudinous,”’ 
lie continues, ‘‘to assert that modern surgery 
owes the tremendous strides that it has made 
largely to the development of anesthesia. Aside 
from the procedures he makes possible, the an- 
esthetist today is the guardian of the general 
physical condition of the patient during sur- 
gery. It is true that in many simple, uncom- 
plicated cases a nurse or other technician is 
capable of giving an anesthetic without harm 
to the patient. Many surgical emergencies are 
unforeseen, however, and it is in such eases that 
the advisability of having a qualified physician 
to administer the dnesthetie is seen. How many 
delicate cardiac cases owe their successful out- 
come as much to the skill and watchfulness of 
the anesthetist as the ability of the operator! 

“The chief objection raised against the sug- 
gested bill was that it would make it very dif- 
ficult to procure an anesthetist for service emer- 
gencies at unusual times. Where a proper anes- 
thesia Staff is organized, this should be no more 
difficult than to obtain the services of a surgeon 
or medical man. First of all, the house men 
should be trained in anesthesia as they are in 





MEDICAL RESERVE OFFICERS ATTEND 
MEDICAL FIELD SERVICE SCHOOL, 
CARLISLE, PA. 


It is the policy of the Surgeon General of the Army 
to take every advantage of the educational facilities 
which the Army affords to familiarize medical mem- 
bers of the Officers Reserve Corps with their pros- 
pective duties in case of war. An innovation this 
year is the course for commanding officers and execu- 
tives of Reserve hospital units to be given at the 
Medical Field Sérvice School, Carlisle, Pa., for the 
15-day period September 12-26. It is announced that 
this instruction will concern itself with such impor- 
tant functions as mobilization, administration, hos- 
pitalization and evacuation. Since the entire Eastern 
section of the country will be represented an excel: 
lent opportunity is presented for mutual contact and 
interchange of views amongst a large number of offi- 
cers. 
Reserve officers attending the course are placed on 
active duty in the grades which they severally hold 
in the Army of the United States. Of course this 
service is entirely voluntary. The healthy state of 
the Medical Reserve Corps in New England is attested 
by the fact that the following named representative 
medical men have applied for this course and have 
again donned the olive drab and gone to Carlisle: 

Colonel Thomas J. Burrage, Med-Res., 139 Park 
Street, Portland, Me. 

Colonel William H. Robey, Jr., Med-Res., 202 Com- 
monwealth Avenue, Boston, Mass. 

Colonel David D. Scannell, Med-Res., 489 Walnut 
Avenue, Jamaica Plain, Mass. 

Lieutenant Colonel Miles D. Chisholm, Med-Res., 
9 Conner Avenue, Westfield, Mass. 

Lieutenant Colonel Joseph F. Hawkins, Med-Res., 
197 Waterman Street, Providence, R. I. 

Lieutenant Colonel Gaspare E. Lentine, Med-Res., 
31 Waldeck Street, Dorchester, Mass. 

Major Charles L. Judkins, Med-Res., 5 Valley Road, 
Swampscott, Mass. 

Major William D. McFee, Med-Res., 53 White Street, 
Haverhill, Mass. 

Major Edward F. Murray, Med-Res., 57 Pearl Street, 
Burlington, Vt. 

Lieutenant Colonel John F. Hackett, Med-Res., 111 
West Main Street, Waterbury, Conn. 

Lieutenant Colonel Charles H. Holt, Med-Res., 48 
Grove Street, Pawtucket, R. I. 

Lieutenant Colonel James H. Means, Med-Res., 15 
Chestnut Street, Boston, Mass. 

Lieutenant Colonel George ©. Wilkins, 
814 Elm Street, Manchester, N. H. 

Lieutenant Colonel Charles F. Gormly, Med-Res., 
221 Thayer Street, Providence, R. I. 

Major Louis B. Hayden, Med-Res., 79 Court Street, 
Plymouth, Mass. 

Major George A. MaclIver, Med-Res., Massachusetts 
General Hospital, Boston, Mass. 

Major Roscoe H. Philbrick, Med-Res., Main Street, 
East Northfield, Mass. 

Major Henry E. Pick, Med-Res., United States Vet- 
erans’ Hospital, Rutland Heights, Mass. 

Major Oliver L. Stringfield, Med-Res., 833 Hope 
Street, Springdale, Conn. 

Major John H. Wyman, Med-Res., 3 Sanford Street, 
Medway, Mass. 

Captain Edmund J. O’Shaughnessy, Med-Res., 29 
Cherry Street, New Canaan, Conn. 

Major Hollis G. Batchelder, Med-Res., 30 
Street, Dedham, Mass. 

Captain Charles H. Dabbs, MA-Res., 1266 Boulevard, 


Med-Res., 


Court 





other specialties—New York Times. 


New Haven, Conn. 
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CASE 12391 


CARDIAC AND EXTRACARDIAC RE. 
SULTS OF A RHEUMATIC INFECTION 


MeEpicaL DEPARTMENT 


A married English-American woman forty 
years old was admitted January 18 for the first 
time complaining of precordial pain, palpita- 
tion, dyspnea, weakness and edema. Her moth- 
er died of paralysis, her father of neuritis and 
senility with fluid about the heart, one brother 
of dropsy and inability to walk, another brother 
of beart disease, an aunt of tuberculosis. Ten 
brothers and sisters died in infancy. One 
brother and one sister. had chorea. The pa- 
tient had not been healthy. At six years she 
had pneumonia. From the age of fifteen to 
eighteen she had severe anemia with a greenish 
tinge, and severe cough. After paroxysms of 
coughing she usually found that she had been 
incontinent of urine. She had edema. She 
had beer? married fifteen years and had had five 
miscarriages and twelve years ago a tubular 
pregnancy with operation. She occasionally 
had a mild sensation of dizziness. She had a 
severe attack of influenza during an epidemic. 
She had occasional sore throat. From time to 
time she had indigestion, particularly after 
eating starchy foods. She occasionally had 
griping pains in the abdomen. She occasionally 
passed blood-streaked hard stools. At labor she 
usually had hemorrhoids. During the past few 
months she had had ringing in the ears. Upon 
her arrival in America, four months ago, she 
had diarrhea for a week, with severe pains in 
the stomach. Ten days before admission she 
again had slight diarrhea. A year before ad- 
mission she had foul yellowish discharge from 
the vagina, clearing up after several months of 
douches with lysoform. At. present her eata- 
menia came every three weeks and were ab- 
normally profuse. 

At six vears she had rheumatic fever and at 
thirteen chorea. At the time of her anemia she 
was very dyspneic and had edema. After her 
marriage the anemia was much improved, and 
although she led a verv strenuous life she had 
no more trouble with dyspnea until four years 
ago. Then she awoke in the night with a smoth- 





ering sensation, gasping for breath. Fow 
months after this she began to have occasions! 
severe headaches accompanied by poor vyigig 
and spots before her eyes. These continued fy 
six months. Then she had another Severe night 
attack of dyspnea with a loud rattle in hp 
throat. She could breathe in but had gry 
difficulty in expiration. At the same time gh 
had marked weakness of the right arm and th 
right side of the face. She could not speak 
write. Her speech returned in five hours anj 
the full strength of the arm in fourteen hou; 
After this she was up and about the house, byt 
was dyspneic on exertion and had to sleep a. 
most sitting up in bed. Her abdomen becam 
greatly enlarged. After three weeks in a hos 
pital in Vienna she felt like a new person. The 
edema had disappeared and she could sleep flat. 
For three or four years she had had palpitation 
at times. The January before admission she 
had severe pains in the lower abdomen, profuse 
leucorrhea, and much vomiting due she thought 
to digitalis. She was given electrical treatment 
which eaused vaginal bleeding for two months 
She then had dyspnea and edema, for which she 
entered a hospital again. She left in April 
ereatly improved. Five months before admis. 
sion she began to have attacks of sharp pain in 
both sides of the chest posteriorly, worse on 
breathing, the last attack five weeks before ad- 
mission. She was then very well until she came 
to America in September, four months befor 
admission. From three months until one month 
ago she urinated onee at night and had marked 
burning and difficulty in starting the stream. 
She was kept in bed a week and had no more 
trouble until the middle of December, when her 
abdomen began to enlarge gradually. Decen- 
ber 23 she again became dyspneic and had some 
edema of the feet. A week before admission 
she became very dyspneie and had to stay 
propped up all the time. She had pain about 
the chest, burning of the back and edema of the 
abdomen and neck. She had been under meti- 
eal care but had not taken her own digitalis for 
a week. During the four years of her illness 
she had gained weight. 

Examination shows a well nourished woman 
sittine nropped un in bed, dyspneic, with the 
mitral facies. Carious teeth. Pyorrhea. Throat 
slightly reddened. Lung siens as shown in the 
diacram. Apex impulse of the heart felt 1 
centimeters from midline in the sixth interspace 
coinciding with left border of dullness, 3 cent 
meters outside midelavieular line. Supracat- 
diae dullness 7 centimeters, right border of 
dullness 4 centimeters at the cardial hepatie 
angle, the only place where it was made ott. 
Action absolutely irregular, rate 130 at apes, 
100 at wrist. Occasional periods of very Tap! 
rate, 180 or more. At these times the rhythm 
seemed more regular. A harsh systolic murmur 
at the apex, transmitted to the axilla. Third 
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sound heard distinctly to the left of the sternal 
horder in the fourth and fifth space. No dias- 
tolic made out definitely. Pulmonie second 
sound greatly accentuated and reduplicated. 
Mitral first sound accentuated, mitral second 
reduplicated. Blood pressure 140/80—150/85 
_j10/80. Electrocardiogram: auricular fibril- 
lation, rate 70—90, low Tz wave, slight wid- 
ening Q-R-S. Abdomen: dullness, voluntary 
spasm, tenderness below the costal margin. 
Liver edge not felt. Pigmented scars on legs. 
Left pupil reacted sluggishly, right not at all. 
Corneal sears. Knee jerks and ankle jerks 


normal. 





Urine cloudy at two of seven examinations, 
specific gravity 1.027 to 1.018, a trace to a very 
slight trace of albumin at five examinations, leu- 
cocytes at all, including two catheter specimens, 
one of which showed an occasional red cell and 
granular casts. Another specimen was loaded 
with red cells, and two others showed 4-40 reds 
per high power field. Amount of urine normal 
except for one diuresis, 76 ounces, February 11. 
Renal function 25-30 per cent. Blood: leuco- 
cytes 7,200 to 16,000, polynuclears 72 per cent., 
reds 4,200,000, smear normal. Two Wasser- 
manns negative. Non-protein nitrogen 35 milli- 
grams. 

X-rays: Marked increase in shadows of both 
lungs. Outline of the diaphragm indistinct on 
both sides, particularly on the right. Definite 
Increase in size of heart shadow, with increased 
prominence in the region of the left auricle and 
the pulmonary artery. . . Retained tooth frag- 
ments and an area of absorption in lower molar 
regions. Sinuses appeared negative. .. Anterior 
surface of the tibiae very irregular. Some 
thickening of the cortex, with narrowing of the 
medullary canal. 

Consultation, syphilologist: ‘‘The history is 
strongly suggestive of lues. The tibiae are 
rough. The clinical signs plus the X-ray make 
& positive diagnosis plausible. Mereury in 
guarded amounts is the best treatment.’’ 

Temperature at entrance 99.9°, afterwards 
97° to 98.4° until the attack of tonsillitis in 
February, when it ranged from 98.4° to 103.4°. 
Apex pulse 120 to 58, pulse deficit 30 to 3. Res- 
Piration at entrance 40, afterwards 15 to 29. 








Under digitalis and morphia the heart rate 
dropped to normal by the night of January 19. 
At the apex there was a definite late diastolic 
murmur. There was fluid at the right base; not 
enough to justify tapping. The liver was. 
thought to be down almost to the umbilicus, but 
the edge could not be definitely felt. The next 
day she was still more comfortable. The morn- 
ing of the 21st however she had an attack of 
rapid heart action after which she looked much 
worse. By the 23rd she was well digitalized. 
The signs at the right base had cleared up con- 
siderably. 


January 27 there was flowing again. Pelvie 
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examination showed a large, eroded and freely 
movable cervix. The fundus was indistinctly 
felt two or three inches above the symphysis. 
She gave a history of profuse flowing with clots 
every two or three weeks for four months, and 
similar trouble for two months the year before. 
A surgical consultant found no marked enlarge- 
ment or deformity of the uterus. X-ray treat- 
ment was given. 

February 4+ she was suddenly seized with se- 
vere pain in the right costovertebral angle 
radiating to the right lower quadrant and sym- 
physis, accompanied by some vomiting. Exam- 
ination of the abdomen was negative. There 
was however some costovertebral tenderness on 
the right. Examination of a voided specimen of 
urine showed occasional red blood cells and a 
few leucocytes. The heart rate was 66. Two 
injections of morphia gr. 1/6 were necessary to 
give. relief, and even then she did not go to 
sleep. She was not free from pain until the 
night of February 6. X-ray of the genito-urin- 
ary tract showed no shadows which could be 
interpreted as stone. The kidney outlines were 
not visible. . 

February 7 she had acute follicular tonsillitis. 
Two throat cultures were negative for diph- 
theria bacilli and showed streptococci. Febru- 
ary 11 she had considerable abdominal pain 
probably due to distension. February 16 the 
acute symptoms had cleared up and she was 
more comfortable. At the time of her discharge, 
February 21, she was quite comfortable, and 
had no fluid in the chest, extremities or abdo- 
men. The heart rate was slow. 
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March 12, nineteen days after her discharge, 
she reentered the hospital with an acute upset 
ushered in by a severe chill and vomiting fol- 
lowed by diarrhea and arthritic manifestations. 

Examination on admission showed the right 
knee moderately swollen and tender, containing 
some fluid but not red or hot. The heart exam- 
ination was essentially the same as at the first 
admission except for a rate of 40. The chest 
was clear at entrance, but during the stay in 
the hospital she developed at the left base fine 
and medium crackling rales and slight bronchial 
breathing, and pain in the left shoulder region. 
This was followed by a rub below the right 
scapula, where same fluid appeared later. After 
the knee condition cleared up wrist involvement 
followed. 

At no time during this stay was the leucocyte 
count elevated. The red cell count was 4,200,000 
at admission, 4,500,000 at discharge. A blood 
culture was negative. A right chest tap gave 
45 ec. of blood tinged fluid, specific gravity 
1.013, cell count before taking 6,480, lympho- 
cytes 88 per cent., polynuclears 6 per cent. The 
urine was essentially negative. 

There were three periods of irregular elevated 
temperature ranging from 103.8° to 99.6°, the 
first corresponding to the pleuritic symptoms, 
the second to the wrist involvement, the third 
corresponding to neither of these complications, 
but apparently acute infection. 

May 2 she was discharged. 

June 2 she entered the hospital for the third 
time. The evening before this readmission 
while vomiting after rapid digitalization her 
face and her right arm became numb. Later 
the arm hung limp and her speech became thick. 
Her face and speech cleared up in a few minutes. 
The arm however was still paralyzed when she 
entered the hospital, and she also had rheu- 
matie pains in the joints of the hands and the 
right shoulder. 

Examination showed cyanosis and a sugges- 
tion of early elubbing of the fingers. Otherwise 
it was essentially as before. 

The blood, urine, and a blood culture were 
negative. Electrocardiogram showed auricular 
fibrillation, ventricular rate 40, diphasie To. 

During this stay she had tonsillectomy under 
ether at the Eye and Ear Infirmary and went 
through the operation remarkably well. 

July 6 she, was discharged to another hospital. 

She apparently was fairlv well after her dis- 
charge until November 1. Then she began to be 
troubled at times with nausea and vomiting and 
was in bed a good deal. Two weeks before her 
fourth admission, January 26, she began to have 
inereased dyspnea, orthopnea, swelling of the 
ankles, nausea and vomiting. 

On examination she was cyanotic and very 
dyspneic. The lungs showed dullness and moist 
rales at the left base posteriorly, flatness with 
diminished tactile fremitus and breath sounds 


at the right base. The heart findings Were ¢, 
sentially as before except that no diastolic mur. 
mur was heard. There were no acute joints 

The leucocyte count was 8,500 to 15,000 the 
red count 6,100,000 to 5,200,000, the hemoglobin 
80 to 75 per cent. The urine showed the slioht 
est possible trace to a large trace of albumin 
specific gravity 1.010 to 1.030. Sediment. no 
red cells to many, a few to many leucocytes 1) 
casts to occasional hyalin and granular eas 
(no catheter specimen). Renal function 4 
per cent. Right chest tap 1150 e.c. of blogg 
tinged fluid, specific gravity 1.008. 

The temperature was only slightly elevated 
at any time during the stay. 

February 26 she was discharged. 

After leaving the hospital she was up and 
about, at first in her room, later going down. 
stairs. March 4 after dinner she felt chilly 
Suddenly her left side became paralyzed, After 
an injection by a physician she came out of the 
initial stupor and confusion, but soon relapsed 
into coma. 

March 5 she was admitted to. the hospital for 
the fifth time. 

Examination showed her unconscious, noisy, 
uttering inarticulate sounds. Left hemiplegia, 
Auricular fibrillation, pulse deficit 90 to 60. A 
few rales at the left base. 

The temperature was 98.6° to 106.3°. The 
apex pulse was 66 to 123, pulse deficit 33 to 5. 
The respirations were 23 to 48. Blood pressure 
158/120. 

The patient remained unconscious. The lungs 
filled with moist rales. Very loud breathing 
was heard below the right clavicle. Mareh 1 
she died. 


DIscussION 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


1. This patient has a pretty full assortment 
of cardiac symptoms. 

2. I should say that her father died of heart 
trouble, and the chances are her brother died of 
heart trouble too. 

3. At fifteen it sounds like the old-fashioned 
chlorosis, one of the few diseases which we know 
have died. Ordinarily diseases do not die unles 
we find their cause and root it out, as in the 
case of some of the infections. But chlorosis 
eems to have died. 

4. This incontinence of urine has no special 
significance, of course. It merely means that 
coughing was severe. 

5). We do not know just when she had edema; 
probably in her youth. 

6. The blood-streaked stools were presiitt- 
ably due to hemorrhoids. 

7. In the past history I find very little in the 
way of suspicions to carry forward with me. 
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8 We have a well marked rheumatic history 
which makes us think of mitral valve disease, 
and less commonly of aortic valve disease. 

9 This is not the usual type of cardiac 
dyspnea. Ordinarily there is just as much 
trouble one way as the other. This is more the 
type that often receives the name of asthma, 
and sometimes, if there are other cardiac symp- 
toms, of cardiac asthma. 

10. She evidently had a cerebral embolism, 
probably coming from the left auricular appen- 
dage, which is the commonest place for clots. 
She has the disease which ordinarily leads to 
mitral stenosis, and we have good reason to 
euess that that was a cerebral embolism from a 
piece of that clot. 

11. This is a straight cardiac history except 
for one or two things which suggest kidney. 
The headache and cerebral symptoms were a 
little more like kidney than: like heart, aside 
from those that go with embolism. 


NOTES ON THE PHYSICAL EXAMINATION 


1. ‘‘Mitral facies’? means a combination of 


cyanosis and pallor. 

2. In the diagram I understand everything 
except the dullness at the top, and that I am 
dubious about. In the front the rales are on the 
same side where we get dullness behind, and 
may be due to tuberculosis, but there is nothing 
else to suggest it. 

3. There is a big heart. It is not obvious 
from these measurements that it is more en- 
larged transversely than downward. It is en- 
larged both ways, as it usually is. They were 
looking hard for a diastolic murmur. 

4. The blood pressure really is of no im- 
portance in a ease like this, because different 
beats are of different sizes. The diastolic does 
not vary much. 

5. The corneal scars suggest the reason the 
pupil does not react. There may be some old 
iritis as well as some conjunctivitis. 

6. These urinary reports all mean normal 
kidneys except for passive congestion and pos- 
sibly an infarct. 
imen may be due to an infaret. It is just the 
sort of case when infarets would be expected. 
The non-protein nitrogen is normal. 

7. There is a slight anemia. 

8. The X-ray shows a chest largely water- 
logged. We cannot make out the diaphragm. 
There is much fluid on the right, less on the 
left. That is the rule: when we have dropsy in 
the chest it is more on the right. There is more 
density in the upper lung fields, but the apices 
are clear. That is important because we have 
a suspicion of a tuberculous process. But there 
ls nothing here. 

Here is a seven-foot plate of the heart. The 
heart shadow is strikingly wide across the re- 
ion of the auricles, nearly nine centimeters, 
Which supports the guess already made of a 


cerned, if they do not have a recurrence. 


The blood in a eatheter spec-. 





mitral disease. The total width of the heart is 
certainly increased, both to right and left. 

The findings in the tibiae make us suspicious 
of syphilis. The other plates were taken in 
relation to pyogenic foci. 

9. This is often the history,—that when the 
heart is going fast we cannot hear much of any- 
thing. We get it slowed down with digitalis 
and rest and then the murmurs come out. 

10. X-ray treatment was given for the uter- 
ine hemorrhage. It is good treatment, and very 
effective in many cases. 

11. Under these conditions the attack of Feb- 
ruary 4 might well be a renal infarct. Sudden 
pain anywhere in that region suggests it. 

12. Every now and then a person in a ward 
where there is no opportunity for infection, 
with rheumatism sometimes, with heart disease 
sometimes, begins to have tonsillitis. It makes 
me feel that tonsillitis and rheumatism do not 
cause heart disease, but that they are all of 
them branches off the same trunk, the results of 
the same cause. 

In her first entry we carried her through an 
attack of broken compensation, presumably with 
an acute infection, and then she was discharged. 

At the second entry she has, rheumatism, 
which she had not had before since she was a 
child. 

13. A Prysictan: How do you explain that 
drop in the heart rate? 

Dr. Casot: Two explanations come to 
mind: first that she has taken digitalis enough 
to drive it down, which I do not think is likely; 
and secondly that she has a real digitalis heart 
block. In a woman of this age we need not sup- 
pose any lesion in the bundle of His. 

14. It is this recurrence of the acute cause 
that makes us have a bad prognosis in heart 
eases. Thev get along well enough so far as 
the mechanical condition of the valve is con- 
But 
this recurrence means increase in the condition 
on the valve lesion and bad prognosis, usually. 

She was discharged probably to a chronic hos- 
pital, beeanse she could not be kept here. 

At her third admission there were, as before, 
more findines on the right than on the left. 

15. The final blood pressure was due presum- 
ably to the infarct. Increased pressure in the 
brain will give it. 


DIFFERENTIAL DIAGNOSIS 


This is a very typical history, I should say, 
of a rheumatie lesion which began, I suppose, 
when she was six and terminated when she was 
forty-one. It began with rheumatism. She 
later had chorea. Here she had tonsillitis with- 
out any fresh outside exposure. She also had 
another attack of rheumatism here. She had a 
heart characteristic of mitral disease, at no time 
characteristic of aortic disease, although that 
may be there. And she had several attacks, at 
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least three I should say, of cerebral embolism, 
and one attack suggesting infarction of the 
kidney. 

Did she ever have an acute endocarditis? It 
is perfectly possible that with one of these joint 
troubles or at other times she had an acute 
process there, and it is perfectly possible that 
it will be there at the end, and Dr. Richardson 
will show it. But we do not need to suppose it. 
She could have all these symptoms simply from 
bland non-septie emboli in the left auricle, with 
pieces broken off and going to the kidney or the 
brain. She ought to have mitral stenosis, be- 
eause that is the commonest rheumatic lesion 
and because the murmurs heard are consistent 
with that, although a diastolic was not heard. 
Will she also have an aortic lesion? There is 
no good evidence of it. It is perfectly possible, 
but it seems to me that with the signs given it 
is improbable. What about a tricuspid lesion? 
We never diagnose that. It may be there, but 
we cannot say So. 

The pericardium may be involved. There 
may be a chronic pericarditis here. We do not 
get signs. “All we can do is to suggest it. 

A Puysict1an: Would the shape of the heart 
suggest it? 

Dr. Casot: No, it would not to me. 
normal shape I should say. 

We ought to commit ourselves as to what Dr. 
Richardson is to say about the head. He ought 
to say right-sided cerebral embolism with soft- 
ening. There might be signs of old infarcts in 
one or both kidneys and in the spleen. Passive 
congestion of the lungs, liver, and all the or- 
gans is all I see that we should mention here. 
Unless there is complicating acute endocarditis 
there should be no bacteria in the findings at 
necropsy. 

A Puysictian: Assuming the presence of 
mitral stenosis, is there any way to differentiate 
emboli from the valves from those found in 
the auricular appendix? 

Dr. Cazor: Thrombi on the valves usually 
go with a streptococcus viridans process, and 
they usually give rise to some septic manifesta- 
tions such as purpura, such as abscess in the 
lung or elsewhere, or to a septic fever. She has 
not had either. That deos not prove that she 
did not have. an acute streptoccus endocarditis 
on top of the old one, but it makes us unable to 


say so and makes it rather wiser to say that she 
did not. 


A PHYSICIAN: 
tibiae? 

Dr. Casor: I imagine the X-ray expert 
would say about what the text says about those 
shins. 

A PuysictAn: How do you explain the lesion 
on the tibiae? 

Dr. Casot: The X-ray man seems to think 
it is due to syphilis. That means that at some 


It is a 


May we see the picture of the 


mean that there is any syphilis now or that we 
Shall find any postmortem. 

A Puystctan: Doesn’t streptococeus perigy 
titis produce a similar lesion? 

Dr. Carot: Not so far as I know. There jg 
a possibility that she had a hereditary syphilis 
It is a rare thing at this age. It is possible by 
unlikely. Out of thousands of cases we sm 
perhaps one that lives to forty with hereditary 
syphilis. I do not believe the necropsy yil 
show any evidence of syphilis. I believe tha 
partly on the history, which aside from the ship 
does not give any evidence, and partly becanus 
our necropsies here very seldom do show any 
evidence. Syphilitic lesions, aside from the 
heart, testis and liver, are very rarely found in 
this clinic. So I do not make that diagnosis 
nowadays. 

A PHYSICIAN: 
lesions in the eye? 

Dr. Casot: Those might be rheumatic, 
Rheumatie iritis is common and would account 
for all of this. 

A Puystctan: She had opacity of the cornea, 

Dr. Casor: Yes. That may be syphilitic of 
course. I think it was probably interpreted s 
by. the man who was there, because she had 
svphilitie treatment. 


How do you account for the 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Rheumatic heart disease with mitral stenosis. 
Auricular fibrillation. 

Cerebral embolism. 

Left hemiplegia. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Chronie endocarditis, mitral stenosis. 

Cerebral embolism, right-sided, with soften- 
ing. 

Hypertrophy and dilatation of the heart. 

Possibly old infarcts of the kidneys and the 
spleen. 

Passive congestion, general. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 
Chronic endocarditis of the mitral valve, 
stenosis. 
2. Secondary or terminal lesions 


Hypertrophy and dilatation of the heart. 
Slight arteriosclerosis. 

Chronic passive congestion. 

Infarets of the spleen and kidneys. 
Infarcts of the lungs. 


Large area of anemic infarction and softer- 


ing of the right cerebral hemisphere. 
Edema piae. 


3. Historical landmarks 


Chronic pleuritis. 
Cholelithiasis. 





time this man has had syphilis. It does not 


Sear of old operation wound. 
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Dr. RicHarpson: The head examination 
showed the vessels of Willis to be negative ex- 
cept that the right middle cerebral artery, lead- 
ing to the margin of a very extensive area of 
anemic infarction on the right, was engorged; 


" but unfortunately just about at the point where 


we might expect to find an embolus the vessel 
was disintegrated and lost in an infarcted area. 
This area of infarction was quite extensive. 
Looking down on the brain from above, it ex- 
tended from the anterior border of the caudate 
nucleus back to the anterior portion of the oc- 
cipital lobe and out nearly to the cortex. The 
pia was rather wet. The left side of the brain 
was negative, as were the pons, medulla and 
cerebellum. 

Trunk. There was an old operation scar 8 
centimeters long just above the pubes. The 
peritoneal cavity and appendix were negative, 
as were the uterus and adnexa. The gastro-in- 
testinal tract showed a rather slight amount of 
passive congestion. The liver was at the costal 
border. The diaphragm on the right was at the 
fourth interspace, on the left at the sixth rib. 

In the right pleural cavity there was 150 
cubic centimeters of transudate. The left was 
obliterated by old adhesions. There were some 
old adhesions on the right. The lungs showed 
passive congestion and a small infarct in the 
region of the lower lobe on each side. 

The pericardium was negative. The heart 
weighed 482 grams. That is considerably en- 
larged for her. The myocardium generally was 
thick, four millimeters on the right and four- 
teen millimeters on the left. The cavities showed 
slight dilatation on the left, moderate on the 
right. The mitral measurement was six cen- 
timeters; stenosis. The curtain showed frank 
chronie endocarditis, that is marked fibrosis, ex- 
tending along the curtain of the valve, as a 
thick broad band up to four millimeters thick 
in places, with shortening and thickening of 
the chordae tendineae and consequent decrease 
in the circumference of the valve. On the su- 
perior surface of this valve, up toward the 
auricular appendix but not in it, there was a 
small irregular crevice with a rough reddish 
base. At the time there was no definite evi- 
dence of a thrombus there, but we have to ac- 
count for that reddish roughened base, and it 
might very well be that it was the region of at- 
tachment of thrombotic material from which 
bits had gone up into the right brain and down 
into the spleen and kidneys, because we found 
infarets in these organs. ° 

The aortie valve measured six and a half 
centimeters, the tricuspid twelve and a half, 
the pulmonary seven and a half. They were 
negative. A case then of pure mitral disease. 
The coronaries were free. There was a slight 
amount of fibrous sclerosis of the aorta scat- 
tered along it here and there. The great 
ranches were negative. 


The liver weighed 1160 grams,—chronic pas- 
sive congestion. Extending from its left lobe 
down to the spleen there were some old adhe- 
sions, with those at the splenic end attached 
to the outer surface of an infarct. In this 
particular case, and at this time, the condition 
was simply chronic peritonitis, but at some pre- 
vious time there was probably some localized 
acute peritonitis there, 

In the gall-bladder we found one stone eleven 
millimeters in diameter. The mucosa was neg- 
ative, the bile-ducts free. The spleen weighed 
137 grams and showed well marked chronic pas- 
sive congestion, and in the region of the lower 
pole a large infarct, three by two and a half 
centimeters, its outer surface bound by adhe- 
sions to the left lobe of the liver as mentioned. 
The kidneys weighed 285 grams. They showed 
of course some passive congestion, but other 
than for that and a few small infarcts they 
were negative macroscopically and microscopi- 
eally. 

The heart blood yielded no growth. The 
heart was of pretty good size for a pure mitral. 

Dr. Casor: Yes, but we have nothing else. 





CASE 12392 
RECURRENT DYSPHAGIA 
MepicaAL AND LARYNGOLOGICAL DEPARTMENTS 


A seventeen-year-old boy was seen private- 
ly, consulting because of occasional weak spells, 
nervousness and difficulty at irregular inter- 
vals with deglutition. He stated that when at- 
tending a class dinner, when dining with friends 
or when teased by his brother about his afflic- 
tion he not only could not complete the swallow- 
ing process but would of necessity leave the 
table, and, as he stated, vomit his food. He was 
a neurotic youth with mottled cyanotic clammy 
hands, blushing easily, sweating easily and ill 
at ease. He stated that he seldom had trouble 
in the morning, occasionally at noon and gen- 
erally at night. He had more trouble when 
especially tired. He was especially anxious be- 
cause he has no control over the regurgitation. 
In taking his history the following report was 
obtained. This history includes the subse- 
quent experience and treatment following the 
above consultation. 

A six-year-old boy came to the Out-Patient 
Department for relief of vomiting November 28, 
thirteen years before his admission to the Eye 
and Ear Infirmary. His father died of ‘‘fatty 
degeneration of the heart and kidney disease.’’ 
One grandmother had syphilis. The child was 
treated for syphilis in infancy. He was very 
difficult to feed, ‘‘vomiting’’ frequently on 
many various formulae. He had measles at 
eleven months, followed by scurvy. He had al- 





ways vomited immediately on taking solid food, 
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and had lived on liquids and very soft ‘solids. 
The regurgitated food was not sour, but was 
mixed with mucus. He occasionally regurgi- 
tated liquids. He did much better while taking 
chloretone. He never complained of pain until 
two weeks before coming to the Out-Patient De- 
partment, when he had soreness in the epigas- 
trium an hour after breakfast lasting until two 
days before the visit. For three weeks he had 
had unproductive cough. 

Physical examination. Well nourished. Head 
large. Forehead bulging. Eyes normal. Mid- 
dle incisors saw-edged. Cervical, axillary and 
inguinal glands enlarged. Heart, lungs and 
abdomen normal. Knee-jerks lively. Von 
Pirquet negative. Wassermann tests on the 
mother and boy were negative. 

i -ray. Bismuth in liquids passed to the 
stomach without any apparent obstruction. 
So'ils were partially obstructed opposite the 
arti ulation of the first and the second segment 
of :ternum. There was no marked dilatation 
of the esophagus above the point of obstruction. 
Examination of the chest before giving bismuth 
sho:ved some thickening in the posterior medi- 
asti ium opposite the lung roots. 








Non-malignant constriction of the esophagus about four centi- 
neters above the diaphragm The lumen at this point is about 
one-third the normal diameter. 


December 26 he was admitted to the wards. 
Under ether a small Coolidge esophagoscope 
was passed without difficulty to nine and a half 
inches below the teeth. At this point the scope 
turned to the right in order to follow the open- 
ing of the esophagus. After this curve was 
passed the stomach could be seen straight ahead. 
Impression, cardiospasm. Bougies up to size 
thirty-six were passed into the stomach without 
difficulty. 

December 30 he reported at the Out-Patient 


September 30, i 


proved since the esophagoscopy. He could eat 
things like bread and meat, which he had been 
unable to swallow before. January 8 he still 
was better than before the operation, though not 
so well as at the last visit. January 20 the 
dysphagia was about the same as before the 
operation. He still had some cough, mostly at 
night and in the morning. The tonsils were ep. 
larged and reddened. 

January 23 he was readmitted to the wards, 
'It was noted that his inability to swalloy 
varied considerably. At times he could eat 
bread and at other times had trouble with water. 
Meat was always regurgitated. The food re 
turned unchanged, as though it had never ep. 
tered his stomach; the amount was never over 
a tablespoonful. 

Examination was as before. The upper in. 
cisors were broad but very slightly triangular, 
had rather poor enamel and slight notches in 
the biting edges. A slight systolic murmur was 
heard best along the left sternal border. The 
stools and urine were not remarkable. 

Dilatation of the esophagus was done. A 
number thirty-six bougie was passed afterwards 
without any difficulty. 

February 3 he was able to eat everything 
and had had no vomiting since the last note. 
February 21 he was doing well, but had one or 
two spasms a week. 

June 30 he returned to the Out-Patient Clin- 
ic complaining of regurgitation after every 
meal. 

July 8 he was readmitted to the wards. Un- 
der ether the esophagus was dilated sufficiently 
to allow a number thirty-six French bougie to 
pass easily. 

July 13 he was eating soft solids and had 
had no vomiting since the dilatation. July 20 
a number twenty-eight bougie passed with ease. 
A year later his mother wrote that he had 
occasional attacks of regurgitation, but that he 
had made marked improvement during the year 
and was gaining weight. 

After the office visit mention at the begin 
ning of the history he was referred to the Eye 
and Ear Infirmary for X-ray examination, An 
abstruction was found at the middle third of the 
esophagus, thought probably to be a web. 
January 1 he was admitted to the wards of 
the Eye and Ear Infirmary. In giving his his- 
tory he reported that the trouble varied. Oc- 
eassionally it was thirty-six hours before he 
could get food into his stomach.- Then he would 
have no trouble for perhaps three days. 
January 14 operation was done. Under ether 
an esophagoseope was passed. At fourteen 
inches from the teeth an ulcerated area Was 
found above and below the tube, and not bleed- 
ing. The operator questioned whether this was 
true ulcer or abrasion from the suction tube. 
The latter was smooth ended and had been care 





Department that he had been very much im- 


fully greased. Bougies up to number thirty- 





Volume 
Number 
_ 


two F 
out d: 

Jan 
prove 

Jan 
tion § 
of str 


Ih 
this 
than 

Th 
at ea 
hand: 
his a 
self-c 
be W 
cardi 


been 
seve! 
men’ 
Re 
is an 
» 2 


agail 
of s 
year 
year 


of tl 
defir 
it is 


and 
the 
ulee 


abil 
the 

S0-¢. 
recc 
age 
for 
to : 
bou 
ther 
tro 
anc 
fer 


Is 


as ° 


per 
for 


as 
po1 


age 






8. J 
Tr 30, 1996 
ee 


ld eat 
id been 
he stil 
igh not 
20 the 
re the 
Stly at 
ere ¢p. 


Wards, 
wallow 
ld eat 
Water, 
od re. 
er en. 
r over 


er in- 
gular, 
les in 
r was 

The 


. A 
vards 


thing 
note. 
ne or 


Clin- 


very 


Un- 
ntly 
ie to 


had 
r 20 
aSe, 
had 
t he 


year 


yin- 
Eye 
An 
the 


of 
his- 
Oe- 

he 
uld 


ler 
en 
yas 





Volume 195 
Number 14 


CABOT CASE RECORDS 687 








two French were passed through the area with- 


out difficulty. ; , — 
January 16 the patient was discharged in im- 


proved condition. . 
January 30, two weeks later, X-ray examina- 
tio showed very much less delay at the point 


of stricture. 
DISCUSSION 


BY B. THURBER GUILD, M.D. 


I have not tried to make a puzzle picture of 
this case, but to get some information rather 
than to give it. 

This boy was obviously nervous. He was ill 
at ease in the office, had the mottled, cyanotic 
hands of the nervous person, and he said that 
his attacks were more apt to come when he was 
self-conscious. My impression was that it might 
be what I then accepted as a possible entity, 
cardiospasm. 

In getting his history I found that he had 
been very hard to feed as an infant, had been on 
several formulae and under several different 
men’s care. : 

tegurgitated food mixed with mucus I think 
is an important diagnostic point. 

X-ray gave no key whatever to the situation. 

The esophagus was dilated at the first visit, 
again at the end of a month, again at the end 
of six months, I think again at the end of a 
year, and again at the end of nine and a half 
years. . 

Obstruction was found at the ‘‘middle third’”’ 
of the esophagus. I think that is rather an in- 
definite location. We do not know just where 
it is, and it makes a difference. 

I do not know what they mean by ‘‘above 
and below the tube’’ unless they mean that in 
the horizontal position of the patient there was 
ulceration above and below it. 

The interest in this ease is enhanced by the 
ability to earry back a history to infaney, when 
the trouble was thought to be purely a case of 
so-ealled difficult feeding. The progress to 
recognizable pathology was slow. Not until the 
age of seventeen was a definite stricture or web 
formation demonstrated. It is also interesting 
to see the ineréasingly satisfactory results of 
bougies. His first relief was for one month, 
then for six months he was practically free from 
trouble, then for one year, and then for nine 
and a half years he felt no necessity for inter- 
ference. 

The questions raised in my mind are these: 
Is there ever a purely functional eardiospasm ? 
Has this ease a syphilitie background in fact 
as well as historically? Could this be a case of 
peptic ulcer of the esophagus, causing cicatricial 
formation ? 

In regard to pure cardiospasm I feel now that 
as in hysteria and neuroses, we are only tem- 
porizing with such a diagnosis. Thirteen years 
ago Rotch in an article on ‘‘Types of Occlusion 


of the Esophagus in Early Life’’ stated: ‘‘It 
is possible that pure spasms of the esophagus are 
mostly congenital and are located in the brain.”’ 

I can throw no light on the syphilitic aspect 
of the case and would like to hear something 





about it. Syphilitie lesions are probably higher 
than this. I should expect concomitant symp- 
toms. 


In regard to peptic ulcer the lesion seems 
too high. It would have to be near the cardia. 
The ulcerated area is reported as being four- 
teen inches from the teeth. If not traumatie, 
what else would cause ulceration ? 

Tileston reported in 1906 an analysis of 
forty-four cases of ulcer of the esophagus rang- 
ing in age from infaney to sixty-six years. 
This patient complained of pain at one time 
for a short period. I shuld expect if this were 
peptie ulcer that the vomitus would be acid un- 
less the uleer early formed the web which sub- 
sequently formed a barrier between the bolus of 
food and the gastrie juice. There must have 
been early pathology which caused definite and 
progressive symptoms but which were negative 
to X-ray and operator until the patient was 
seventeen years old. 

If it were a congenital defect I should ex- 
pect the X-ray to show something when first 
used in childhood; it was not a neurosis; there- 
fore it is suggestive of some progressive ulcera- 
tive or infectious process. 

Opposing surfaces of ulcerated or inflamed 
areas in this structure where there would be 
periods of quiet and thus a chance of adherence 
of the parts could in my conception be a cause 
of web formation or stricture. The causes of 
such an ulceration or inflammation might be 
syphilis, peptic uleer, chemical trauma, or as 
has been suggested in the literature, it might be 
secondary to one of several acute infectious dis- 
eases,—diphtheria, searlet fever, ete. It is in- 
teresting that in most esophageal occlusion cases 
the patients are noted as being especially ner- 
vous. ‘‘Nervousness might precipitate more 
frequent attacks, but I believe an anatomical 
cause must coexist.”’ 

Subsequent History. July 14, 1926, at age 
nineteen, a vear and a half after the last opera- 
tion, the patient reports a mild transitory at- 
tack of spasm occurring perhaps every two or 
three weeks. A complete examination of him 
shows his nervous system negative as to reflexes. 
He has migraine headaches every one or two 
weeks. His Wassermann is negative. He still 
shows the systolic murmur best heard at the 
third left interspace; no enlargement. Pulse 
rate 100, inereasing on exercise but quieting 
normally to the initial rate. Blood pressure 
136/40. 

Sometimes by waiting patiently he will be 
able to complete deglutition. At other times—- 





and he always knows when—he must disgorge 
the bolus of food, most frequently meat, and 
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then resume his meal without further difficulty. 
He says if he does not get worse he will con- 
sider himself cured—quite a logical deduction, 
though somewhat ambiguous! 

I think a case of this kind was reported in 
these Case Records some time ago.* My interest 
was mainly in being able to carry the history 
back so far. 

A Puysician: What do you mean by a web? 

Dr. Gump: A membranous structure like a 
diaphragm stretching across the lumen of the 
esophagus either with a central opening, or 
crescentic in shape with the opening near a 
side of the wall. I imagine that in web forma- 
tion a bolus of food comes down and by irrita- 
tion of the pathological portion causes constric- 
tion, or spasm. He cannot voluntarily relax 
it, and if it persists he is obliged to disgorge. 

A Puysician: A web of that sort would nat- 
urally be ruptured by the passage of the 
bougies ? 

Dr. Guitp: Possibly not ruptured so much 
as stretched when they are passed. Dr. Mosher 
frequently cuts them, I believe. The ulceration 
was found when the esophagoscope was passed 
-—before operating. 

A Puysictan: The passing of the bougies 
would not have caused ulceration ? 

Dr. Guitp: No. I understand that when the 
scope was first put in the ulceration was found. 
There was no trauma before the ulceration was 
found. It. was not bleeding, so it was not an 
acute thing at that time. 

Dr. LANE: I was interested in the question 
of syphilis, but my impression is that while 
syphilis can occur anywhere it is probably very 
infrequent in congenital cases and in the 
esophagus. Of course a few stomach cases have 
been reported and a few tertiary lesions in 
adults. but offhand I cannot recall any gumma- 
tous or ulcerative lesion of the esophagus itself. 
Treatment for syphilis in infancy I should say 
does not necessarily mean syphilis in the child, 
even with the history of syphilis in the grand- 
mother. The lack of confirmative symptoms 
would to my mind be rather against its being 
syphilis. 

Dr. Guirp: I do not think he had any con- 
genital symptoms. He had some symptoms of 
rickets. 

A Puystctan: I should like to ask about that 
mottling. Did that extend to the rest of the 
bedy ? 

Dr. Guitp: No, except that he always had 
cold perspiring feet. He is of the type, fre- 
quently women, who when emotionally aroused 
have mottling over the upper part of the chest 
and neck. 

A PuysictaAn: Williams in New York last 
year or the year before reported a number of 
these permanent mottlings of the skin which had 
lasted for a long while under observation. 

*Case 12091, March 4, 1926 





Dr. Guirp: My impression was that this Wag 
a vasomotor disturbance. 

A Puysictan: It usually is, but these are 
the first I have seen reported as permanent 

Dr. Guitp: Should you say then that syph- 
ilis would be very unlikely? In the face of the 
history as to the grandmother and this ulcers. 
tion without knowing any etiology, you would 
not be led to be suspicious? 

Dr. Lane: Do you know whether the grand. 
mother had treatment ? 

Dr. Guip: No, I do not. 

Dr. LANE: With the history of syphilis jp 
the grandmother the old question is brought up 
as to whether it is absolutely carried through 
to the third generation. 

Dr. Gump: I was going to ask if syphilis, 
like other hereditary things, is apt to follow the 
law of atavism and skip one generation? 

Dr. LANE: There is a good deal of question 
in my mind as to whether it has been carried 
over, because of the difficulty of excluding it 
in the preceding generation. There have been 
some few cases recorded, but most authorities I 
believe are somewhat skeptical about it. 


DIAGNOSIS 


Esophageal web. 





CASE 12393 


A CASE SHOWING ‘THE DANGERS 
OF PERSISTENT DIARRHEA NOT 
PROMPTLY TREATED 


SURGICAL DEPARTMENT 


An American farmer sixty-one years old en- 
tered February 2 complaining of ‘‘ ulcers of the 
rectum’’ of six months’ duration. 

The November before admission he first no- 
ticed a mucous discharge from the rectum. At 
the same time he had sudden onset of diarrhea 
seven to eight times a day, generally once with 
a movement; at the other times he passed mere- 
ly mucus. He noticed bright blood streaks 
daily. The diarrhea had continued with vary- 
ing severity. A physician found nothing upon 
digital rectal examination, but on a _ procto- 
scopic examination later found a ‘‘bunch’’ in 
the rectum. Three days after this the patient 
passed a ‘‘bunch of grapes’’ about five inches 
long. Immediately after this he had normal 
bowel movements for a week without blood oF 
mucus. Then the diarrhea recurred with bright 
red blood and mucus daily until admission. 
During the past six weeks he had had dull burn- 
ing pain in the lower rectum inereasing in 
severity. His weight had fallen from 176 
pounds in the autumn to 145 pounds. He had 
lost some strength. 

He had had measles, scarlet fever, typhoid 
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ee . 
fever and mumps. Until recent years he used 


to have bad headaches. oe 

His father died of tuberculosis, his mother of 
heart disease, one brother of ‘‘dropsy’’. His 
wife had never been pregnant. 

Examination showed a somewhat under- 
nourished man apparently in poor health. ‘The 
skin was dry, scaly and shriveled. The teeth 
were very poor. There was marked pyorrhea. 
The apex impulse of the heart was in the fifth 
space 7.5 centimeters from midsternum. The 
percussion measurements are not recorded. The 
sounds were rather faint and ill defined. There 
was a short blowing systolic murmur. In the 
right epigastrium just under the costal margin 
a large round non-tender mass could easily be 
seen on inspection, descending on deep inspira- 
tion two inches. On palpation this seemed to 
be definitely fixed. On palpation and deep in- 
spiration the whole mass seemed to be nodular 
and to be attached to the liver. Percussion 
above it gave flatness. There was a large right 
inguinal hernia which without support extend- 
ed into the scrotum. On the left testicle were a 
number of fluctuating cystic masses. Rectal ex- 
amination showed a multilobular mass across 
the posterior wall of the rectum involving both 
sides, firmly fixed and quite hard to palpation. 
Proctosecopy showed a sloughing, bleeding mass 
about three inches within the anus. 

Before operation the blood and urine were 
normal. 

X-ray showed both lung fields unusually 
large and bright. There were a few dense glands 
at the left lung root. The aortic knob was 
prominent. The diaphragm was a little high on 
the left but moved normally with respiration on 
both sides. 

February 4 operation was done. The patient 
made a good operative recovery and was quite 
comfortable. February 14 there was a slight 
upper respiratory infection of the throat and 
fauces. The chest was clear. - 

February 18 a second operation was done. 
That day the patient was in fair condition, 


though pale and perspiring profusely. ‘The 
pulse was rapid but of fair quality. There 
was moderate staining of the dressing. He was 


given subpectoral saline. At two a. m. the 
radial pulse was not obtainable. He was given 
1000 cubic centimeters of five per cent. glucose 
intravenously and revived so that he answered 
questions intelligently. Before a donor for 
transfusion could be obtained he became uncon- 
scious, and just before the transfusion was 
Started he died. ) 


Discussion 


BY EDWARD L. YOUNG, JR., M.D. 


P Any such diagnosis as this given by a pa- 
lent should bring a picture before our minds 


not only of the actual condition mentioned but 
of every other possibility that might in a lay- 
man’s mind be included in such a diagnosis. 
Here we think of ulcerative colitis and malig- 
nancy as the two diseases most likely to fit. The 
duration of the disease is not great if we com- 
pare it with other cases we have seen here where 
blood and mucus have been present for from one 
to two or even two and a half years. This is 
only three months. The description of what 
was found as far as it goes means a tumor and 
not ulceration. 

The ‘‘bunech of grapes’’ which the patient 
passed might have been clots of blood or pos- 
sibly bits of tumor covered with blood. If the: 
story is true it certainly suggests that the pas- 
sage was more free for a few days after the 
proctoseopy. 

The loss of weight is consistent with either 
diagnosis mentioned. 

The examination shows a poor surgical risk. 
The heart muscle is worn out and probably will 
not stand a great deal. The mass which is 
spoken of in the right epigastrium brings up the 
fear first that he already has metastasis in the 
liver. We have nothing in the history to make 
a gall-bladder seem probable, but that is of 
course possible. A somewhat enlarged lobe of 
the liver without obvious cause may also ex- 
plain it. 

The cystic masses spoken of in the left scro- | 
tum are probably spermatoceles. 

Rectal examination and proctoscopy make the 
diagnosis certain. The only question now is the 
question of treatment. He is a poor surgical 
risk. The mass is according to this statement 
firmly fixed, which implies extension outside the 
wall of the bowel. If operation is to be done it 
is on the basis either that the diagnosis as to 
the extent of the disease can not be made accu- 
rately without laparotomy or that a palliative 
operation will make him more comfortable. 


X-RAY INTERPRETATION 


Examination shows evidence of arteriosclero- 
sis and of emphysema of the lungs. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS ' 
Carcinoma of the rectum. 
PRE-OPERATIVE DIAGNOSIS FEBRUARY 4 


Carcinoma of the rectum. 
Metastatic nodules in liver. 
Diverticulosis. 


FIRST OPERATION 


Ethylene. A paramedian incision was made 
in the lower abdomen. The mass in the liver 
was found to be firm, somewhat irregular, 214 
by 2 inehes in diameter, occupying the lower 
portion of the left lobe. The growth was found 





to be very firmly adherent to the left side of 
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the pelvis. It was determined to do a colostomy 
at this time and if the patient continued to 
have bleeding and tenesmus to do an amputa- 
tion of the rectum from below later. 

There were numerous diverticula along the 
sigmoid but no evidence of any inflammatory 
area. 


POST-OPERATIVE NOTES 


February 6 the colostomy was opened with 
benzine cautery. There was good escape of gas 
with much relief. February 12 there was a 
normal movement through the colostomy open: 
ing. 


FurtTHER Discussion 


The palliative operation is what was upper- 
most in the minds of the surgeons, as it seemed 
to them that the pain and the bleeding might be 
lessened by a colostomy, and the mass in the 
right epigastrium is definitely found to be a 
metastasis. On the basis of what the surgeon 
notes in the operative report we must assume 
that bleeding and pain continued and that-the 
second operation was done to try to remove the 
bleeding, sloughing mass. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Carcinoma of the rectum. 
SECOND OPERATION, FEBRUARY 18 


Spinal procain. The growth in the rectum 
was more extensive than it had been supposed to 
be at the previous examination. The whole re- 
troperitoneal tissue about the rectum was infil- 
trated with growth, and a firm, hard mass ex- 
tended into the pelvic wall on the right. The 
whole rectum was very firmly adherent to the 
pelvic wall, making it very difficult to pull down 
any rectum from the hollow of the sacrum. Be- 
eause of this difficulty no attempt was made to 
go high above the growth. 


PATHOLOGICAL REPORT 


A section of the lower rectum. There is a 
deeply ulcerated growth measuring 3.5 by 5.5 
centimeters, with prominent elevated margins. 
Its lower margin is 4 centimeters below the anal 
ring. Its center is deeply ulcerated, is firmly 
fixed to the pararectal tissue and sends.a hard 
mass about the size of a hen’s egg into it. 

Microscopic examination shows adenocar- 
cinoma with invasion of the perineural and peri- 
arterial lymph spaces of the pararectal fat. 


FuRTHER DISCUSSION 


The operation was too much for him. He died 
with all the symptoms of shock. Whether there 
is bleeding intra-abdominally is hard to say, 
but a certain amount of bleeding is of course an 


September 30, 19 
a 


suffering he would almost inevitably have had 
we cannot be entirely sorry for such an oy, 
come in this case. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Carcinoma of the rectum. 

Post-operative hemorrhage. 

Operations: first stage colostomy, second 
stage removal of rectum and carcinom, 


DR. EDWARD L. YOUNG’S DIAGNOSIS 
Carcinoma of the rectum. 
Operative shock. 
Hemorrhage. 
ANATOMICAL DIAGNOSIS 
1. Primary fatal lesions 


(Adenocarcinoma of the rectum.) 
Metastasis in the liver. 


bo 


Secondary or terminal lesions 


Hemorrhage into the pelvic cavity, the retro- 
peritoneal tissues, and the lower end of 
the large intestine. 

Anemia. 

Soft hyperplastic spleen. 

Moderate arteriosclerosis. 


Dr. Ricuarpson: The skin and mucous 
membranes were very pale. In the anterior ab- 
dominal wall between the umbilicus and the 
pubis there was a linear scar 14 centimeters 
long. In the central portion there was an opet- 
ing three centimeters long. The sigmoid was 
sutured in the wall of the opening and there 
was a surgical opening in it. Posteriorly be 
tween the buttocks there were three operation 
wounds, a long sutured wound and two short 
ones. There was subeutaneous fat in small 
amount. The muscles were thin and pale, The 
subeutaneous tissues in the anterior thoracie 
wall were infiltrated with thin pale clear fluid 

Peritoneal cavity. In the pelvie region there 
was considerable fiuid blood and blood clot. 

Small intestine rather empty. Mucosa nega 
tive. Large intestine not distended. In the 
region of the sigmoid the intestine was sutured 
to the wall of the wound as mentioned. The 
distal portion of the intestine along a length of 
about 19 centimeters contained considerable 
blood and blood elot. The lower end of this 
portion of the intestine was sutured off, and 1 
the region. of the sutures within and without 
there was much infiltration with blood and 


blood clot and much infiltration of the retro 


peritoneal tissues in the region. 

The mesenteric and retroperitoneal glands 
were negative. 

The anterior margin of the liver on the right 
side was at the costal border in the right mal 





additional factor in his death. In view of the 


millary line. On the left side the anterior mat 
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gin was 1044 centimeters below the costal bor-|The Committee has learned that it is not only 
the left mammillary line. The dia-| possible to prevent actual blindness, but to pre- 


r in 
oe on each side was at the fifth interspace. 


4 The pleural cavities were dry. There were 
no pleural adhesions. The trachea and bronchi 
contained much pale froth. The bronchial 
glands were negative. 

Lungs. The apices were negative. There 
were no areas of consolidation. The tissue gen- 
erally was spongy and very pale. There was 
slight edema and some emphysema in the pe- 
ripheral portions of the lungs. 

The pericardium was negative. The heart 
weighed 272 grams. The myocardium was of 
good consistence and pale. The valves and ¢avi- 
ties were negative. The aorta and great branch- 
es showed a moderate amount of fibrous sclerosis. 

The liver and mass of new growth that was 
present weighed 1550 grams. The new growth 
weighed 340 grams. The surface of the right 
lobe of the liver was smooth. The tissue was of 
good consistence and pale. In the substance 
of this lobe, posteriorly, a short distance beneath 
the surface, there was a small mass of new 
growth tissue 1.5 centimeter by 1 centimeter. 
The left lobe on the anterior surface showed a 
boss-like mass of new growth tissue 10 centi- 
meters in diameter. The anterior surface 
rounded up beneath the capsule and posteriorly 
the mass extended nearly through the lobe. The 
lower border of the mass anteriorly reached 
nearly to the anterior margin. In the region of 
the peripheral portions of the new growth the 
adjoining liver tissue was infiltrated with blood, 
and there was some hemorrhagic infiltration of 
the new growth tissue. The tissue of the lobe 
elsewhere was of good consistence and pale. 

The spleen weighed 295 grams,—slightly en- 
larged. The surface was smooth, the tissue pale 
and rather soft. 

The kidneys combined weighed 240 grams. 
The organs were frankly negative except that 
the tissue was quite pale. 


_ 
—— 


INTRODUCTION TO THE ELEVENTH 
ANNUAL REPORT OF THE NATIONAL 
COMMITTEE FOR THE PREVENTION 
OF BLINDNESS, INC. 


THE National Committee for the Prevention 
of Blindness, originally organized as a local 
New York State Committee through the zealous 
efforts of a few public-spirited individuals in 
1908, took on its national character in 1915, and 
has grown into an agency of even international 
Scope. It. ineludes more than 16,000 members. 
Its staff has grown accordingly to twenty-one 
members, including a managing director, asso- 
ciate director, medical director, secretary, as- 
sistant secretary, membership secretary, and re- 
search secretary. In this time, also, it has been 
found necessary to seek larger quarters. This 
growth has been in proportion to the needs met. 








vent the development of eye defects which, 
though not rendering individuals blind, reduce 
their social efficiency. The slogan may very 
well be not only conservation of vision, but 
conservation of 100 per cent vision. 

It is perhaps auspicious at this time to state 
the position of the National Committee in the 
general public health movement. The following 
facts are indicative: 

1. It is endorsed by the National Informa- 
tion Bureau. 

2. It has co-operated in activities with the 
American Medical Association, the National Ed- 
ucation Association, and the United States Pub- 
lie Health Service, as well as with the medical 
profession in general. 

3. It is a member of the National Heaith 
Council. 

4. It has been selected as a special member 
of a Committee on the Conservation of Vision 
of the State and Provincial Health Authorities 
of America, which includes Canada as well as 
the United States. 

5. Its position in the esteem of the American 
Ophthalmological Society can be deduced from 
the fact that a resolution was passed asking the 
National Committee to act as a clearing house 
for all information on the conservation of vis- 
ion. 

The function of the National Committee for 
the Prevention of Blindness is to keep abreast 
of the scientific advance in ophthalmological 
knowledge of refraction, disease and operation ; 
to inform the public generally in layman’s lan- 
guage of such advance, and the ways in which 
such knowledge and practice may be made avail- 
able to the public, together with what action, 
publie or private, on the part of the commu- 
nity or private organization will provide the 
means for professional ophthalmological assist- 
ance. 





NEW HAMPSHIRE MORTALITY 
STATISTICS: 1925 


THE Department of Commerce announces 
that the 1925 death rate for New Hampshire was 
1,452 per 100,000 population as compared with 
1,416 in 1924. This increase im 1925 is more 
than accounted for by increases in the death 
rates from influenza (from 22 to 50 per 100,000 
population), diseases of the heart (from 233 to 
252), eaneer (from 136 to 148), and accidental 
falls and automobile accidents (from 14 to 19, 
each). 

Decreases in 1925 were shown in death rates 
from tuberculosis, all forms (from 74 in 1924 
to 66 per 100,000 population), nephritis (from 
108 to 103), measles (from 6 to 2), and whoop- 
ing cough (from 10 to 6)-—Department of 
Commerce, Washington. 
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COMPULSORY INDUSTRIAL ACCIDENT 
INSURANCE 


In the issue of Sept. 16, 1926, the legislative 
resolve providing for a committee to study the 
law relating to compulsory accident insurance 
was referred to. 


The Workmen’s Compensation Act, making 
provision for the payment of compensation to 
injured employees and certain provisions for 
the payment of medical and hospital fees, has 
been in effect since July 1, 1912. It was a meas- 
ure intended primarily to benefit the injured 
workman. In general the act has been most ben- 
eficial. In regard to many details complaints 
have been made. The vast number of proposed 
amendments to the act which are introduced 
each year in the Legislature is evidence of this 
fact. Largely in order to deal intelligently with 
this bulk of bills the Legislature at its last ses- 
sion provided for the appointment of a commis- 
sion of five who should review the whole subject 
and make such recommendations as in their 
judgment are wise to better the existing act. This 
Commission has just been appointed by the 
Governor and the Governor has most fittingly 
named as one of its members an Ex-President of 


the Massachusetts Medical Society Dr. Samuel 
B. Woodward. It is fortunate that the medical 
profession is to be so ably represented in this 
matter because in so many ways the act directly 
concerns the physicians of the Commonwealth 
There are of course many phases of the act which 
concern solely the business aspects. The mat. 
ters of chief concern to the physician and spr. 
geon deal with the payment for professional ger. 
vices to the injured workman. 


Since the passage of the act there have been 
many radical changs in the industrial and bus. 
iness world. ‘The laborer today is better paid 
than ever before. The capitalist has not as 
much wealth to distribute in charity. The 
changes are no where more plainly to be seen 
than in hospitals. Incident to these changes the 
feeling is constantly growing that the members 
of a hospital staff should be more adequately re- 
munerated than has been the custom for many 
years. It is only natural that the physician 
should expect to be paid for services which ben- 
efit both employer and employee and which are 
covered by insurance, 


The act as it is has been of enormous benefit 
to the medical profession in doing just this 
thing. There are, however, certain phases of 
the act which seem to many to be unfair. 

First is the matter of payment for services 
rendered to ward patients. The rapid increase 
rendered in the charges made to ward patients 
has naturally made the members of many a staff 
feel that these patients no longer are on a char- 
ity basis. 

It is to be remembered however, that condi- 
tions differ greatly in various localities and vari- 
ous hospitals. To take an extreme example if 
all patients hurt in industrial accidents and 
treated at the Haymarket Relief Station of the 
Boston City Hospital were to pay the surgeon 
treating them the position of resident surgeon in 
this hospital would be sought most eagerly for 
financial reasons. Conditions differ totally in 
the small community hospital. It has, therefore, 
been the policy of the Industrial Accident 
Board to support as far as possible the policies 
adopted by) the Trustees cf the various hospitals 
in reference to the payment of the staff mem- 
bers for the care of ward patients.- The prob- 
lem is thus local and one which may well be set- 
tled between the staff and the Trustees in each 
locality. 

Many considerations must be borne in mind 
however upon this big problem of direct remu- 
neration to members of hospital staffs. The rate 
that the insurance companies are allowed to 
charge under the compensation law is fixed by 
the insurance commissioner on the basis of pay- 
ments made and losses incurred. The larger the 
payments and losses the higher the rate of insur- 
ance. The amount that employers of labor are 





obliged to pay is also fixed by the insurance 
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commissioner. The rate of compensation pay- 
able to injured workmen and their dependents 
is fixed by the Legislature. The medical costs 
in 1925 amounted to nearly two and one-half 
millions of dollars. The sum paid to injured 
workingmen and women amounted to a sum 
sightly in excess of four millions of dollars. 
That paid to dependents of fatally injured em- 
ployees was approximately one million dollars. 

Any increase in medical costs which result 
from the payment of fees to members of hospital 
staffs can only be met by either increasing pre- 
miums (which are already acknowledged to be 
high) to the employers in each community, or 
counteracting the effect of such payments by al- 
lowing lower fees to men who are not on hos- 
pital staffs. The effect of such action upon the 
Legislature in the matter of other important 
amendments to the medical provisions, affecting 
physicians and surgeons generally, must also be 
considered. 

The second objection to the act from the view- 
point of the physician is that compensation for 
services rendered is limited to the period of two 
weeks ‘‘except in unusual cases.’’ This provi- 
sion has done several things. It has inevitably 
tended to make physicians charge as much as 
possible for the care during the first two weeks 
in a case in which they know that they must 
give their services without pay for many more 
weeks to follow. And this tendency is hardly 
checked by the fact often overlooked that before 
the act was passed no renumeration at all was 
often to be expected. 

Fortunately the Industrial Accident Board in 
its interpretations of ‘‘unusual cases’’ has been 
liberal. Recently a court decision has narrowed 
the board’s interpretation of these words. 

In the past attempts have been made to 
amend the law so that payment would be made 
for professional services as long as was neces- 
sary to bring about the maximum of improve- 
ment which could reasonably be expected. This 
would be the ideal. It is probable that provi- 
sion could be made which would prevent abuse 
of such an amendment. 

A third matter of interest to the medical pro- 
fession is whether or not the word ‘‘disease’’ 
should be added to the act. In other words, is 
it necessary to add after the words ‘‘personal 
injury”? the word ‘‘disease’’ so that the act may 
provide expressly for the payment of compen- 
sation and medical treatment in all cases of both 

personal injury and disease’’ arising out of the 
employment. This seems unnecessary, as the 
Industrial Accident Board, again liberal in its 
interpretation, has from the very beginning held 
that all diseases of employment due to personal 
Injuries arising out of the employment are cov- 
ered. The Supreme Court, although somewhat 
cautionusly, has affirmed such decisions, making 
it plain however that the ground of affirmation 
is that the diseases for which compensation is 


sought must be due to personal injuries arising 
out of the employment. Therefore, decisions in- 
volving lead poisoning, tuberculosis, acceleration 
of pre-existing disease, hernia, and the like, have 
been held to be under the compensation law. 
Therefore, it seems unnecessary to add the word 
**disease’’ to the act. 

Doubtless other phases of the act concern the 
medical profession. The interest of physicians. 
to consider the points at issue must be aroused 
promptly. Hearings will be held by the Com- 
mission. It may not be possible for the JouRNAL 
to announce the dates of these hearings in time 
to be of service to our readers. If anyone wishes 
to be heard prompt information can always be 
obtained through the Industrial Accident Board 
at the State House. 

There is now presented to the medical pro- 
fession of this commonwealth the opportunity to 
present suggestions which will make better an 
act which has done much good. The force of the 
suggestions will depend in great part upon 
whether they are presented in a broad minded or 
a selfish manner. The opportunity is now open. 
It is probable that no other similar opportunity 
will arise for many years to come. 





REFLECTIONS ON THE MASSACHDU- 
SETTS BOARD OF REGISTRATION IN 
MEDICINE 


In the Federation Bulletin for September 
1926, Frederick C. Waite, Ph.D., Professor of 
Histology and Embryology, Western Reserve 
University, contributes an article in which cer- 
tain eriticisms of the Massachusetts Board of 
Registration in Medicine appear. The first state- 
ment is that state licensing boards share in 
the responsibility of tolerating six medical 
schools which are not recognized presumably by 
the council on medical education and most of 
the licensing boards. The remedy according to 
Dr. Waite may be found in the refusal of the 
boards to accept applicants who are graduates 
of these schools. This is a correct statement in 
part but does not apply to the Massachusetts 
board because this board would follow this sug- 
gestion if it could. The fault lies with the legis- 
lature which obliges the board to accept all grad- 
uates of legally chartered medical schools which 
give a four years’ course, over protests which 
have repeatedly been made in the form of amend- 
ments presented or endorsed by the board. 

In another place in this article Dr. Waite 
states, speaking of Massachusetts, it must ex- 
pect to continue to have this dubious reputa- 
tion so long as the actions of its licensing board 
makes that state the largest harbor in the coun- 
try for the graduates of derelict medical schools. 
He then ealls on the medical profession and the 
lay public to employ remedial measures. The 





first of this section is not true for the board has 
not been given discretion. It has appealed to the 








694 


EDITORIAL DEPARTMENT 


Boston M. & §, Jo 
September 30, 1925 





Attorney General for advice and has been told 
that it must, under the provisions of the law, 
accept the graduates of these schools. The later 
appeal to the medical profession and the lay pub- 
lic is sound. The board has done this repeatedly 
and forcefully. 

A pointed criticism made by Dr. Waite is to 
the effect that some ‘‘licenses have been secured 
through corruption of public officials.’’ If Dr. 
Waite knows of specific instances of corruption 
he is lacking in courage and laying himself open 
to the suggestion that he is adopting the custom 
of the blackguard in leaving it to be assumed 
that Massachusetts may have had corrupt mem- 
bers of the licensing board. He virtually repeats 
this charge later on. If he has evidence other 
than that cited with respect to Illinois he should 
give it. He tries to save his face by stating that 
the accusations are general rather than specific 
and only occasionally worthy of credence. If 
he believes that his accusations are true let him 
say what he means and cite specific instances and 
not by inference try to blacken the character of 
honorable publie servants. 

He has further reflections on the boards in the 
claim that members are being deceived by the 
applicants during an examination. He also crit- 
icises the questions submitted, the rating of the 
answers and the generosity of the examiners. 

Many of his deductions based on the fact that 
an unreasonable number of graduates of low 
grade schools are able to secure recognition are 
sound but he fails to apply the proper explana- 
tion which is that in Massachusetts for example, 
the legislature expects the board to perform a 
difficult task without making adequate provi- 
sion for the necessary machinery. 

The legislature is confronted with the prob- 
lem of dealing with a technical procedure of 
which the majority have no real understanding. 
In Massachusetts a considerable proportion of 
the legislators appear to believe that the recom- 
mendations with respect to better laws are based 
on a desire to strengthen a medical trust and 
restrict the practice to the product of the large 
universities. The argument in favor of the poor 
boy finds enthusiastic response in the hearts of 
some. Until the legislature can be led to endorse 
the recommendations of the board of registra- 
tion, present conditions will continue to exist. 

If Dr. Waite will come to Massachusetts 
and get acquainted with the members of the 
board he will find them honorable public ser- 
vants anxious to serve the Commonwealth to the 
limit of the power conferred and not indiffer- 
ent time servers. His criticism of the State, the 
laity, and to some extent the profession at large 
is unfortunately true to a considerable degree 
but he has no right to assume that the members 
of the board are not qualified for the work. 
They are not stupid, indifferent or mercenary. 
They are trying to do the best that can be done 





under the serious handicap of inhibitory lays 
treat progress has been made under the Opera. 
tion of the Massachusetts Board and we can eon, 
fidently assure the critics of Massachuetts that 
the average medical service is better in this State 
than is to be found in many states which have 
better laws. We have one standard of medical 
practice and do not license the cults as such, 





REFLECTION ON DOCTORS 


CapTaIn Georce A. ParKer, federal prohibi- 
tion administrator for Massachusetts, in a speech 
before a Rotary Club a few weeks past is re. 
ported to have said that “‘the efforts of the pro. 
hibition force in this state are disrupted by the 
unscrupulous issuance of liquor prescriptions by 
many physicians.’’ He claimed, according to 
the report, that 85,000 gallons of whiskey have 
been prescribed by physicians in Massachusetts 
last year. He modified the severity of his indict. 
ment by saying that the privilege of prescribing 
alcoholic beverages is not abused by honorable 
professional men. 

[t would be of interest to know how large a 
proportion of this 85,000 gallons was prescribed 
by honorable doctors for this would indicate the 
confidence of physicians in the therapeutic value 
of whiskey. 

Since Mr. Parker believes that the doctors are 
largely to blame for the present day conditions, 
it is remarkable that so few doctors have been 
called before the Board of Registration in Med- 
icine on charges of unethical prescribing of 
liquors. We are quite sure that irregularities 
pertaining to the practice of medicine will be 
corrected if good evidence is presented to the 
Board. If there is reason to believe that doctors 
are so unethical and antagonistic to the law it 
would seem that more should have been called 
before the Board. 

The customs and habits of people cannot be 
changed in the space of a few years and honora- 
ble physicians may be justified in many instances 
in issuing prescriptions to those persons who are 
mildly ill and who have been in the habit of 
using alcoholic beverages. To withhold alcohol 
in some cases may cause trouble. 

We are quite sure that physicians are as care 
ful in observing the prohibition requirements as 
any other group of persons and we confidently 
believe that failure to enforce the law depends 
more on some of the unreasonable and imprat- 
ticable features of the act coupled with indispos- 
tion of the ‘government to strictly enforce the 
provisions of law rather than to the actions of 
physicians. 

A considerable number of doctors haven't 
taken out permits, many who have permits are 
honorable and we doubt the wisdom of putting 
the blame on the medical profession. The sub- 
joined letter is pertinent. 
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Board of Registration in Medicine 
Room 144, State House, Boston 
August 19, 1926. 
Editor, Boston Medical and Surgical Journal: 

In reply to your letter of August 18, relative to 
statements made by Captain Parker, Federal Prohi- 
pition Administrator, you are informed that for 1925 
and 1926 to date, we have received twenty-one reports 
from Captain Parker—all liquor permits for physi- 
cians, which have been revoked by his department. 

Of this number, eighteen have been acted upon 
since January, 1925, and three are now pending—one 
of which we are holding on advice of the Prohibition 
Department. 

Yours very truly, 
FRANK M. VAUGHAN, Secretary. 





THIS WEEK’S ISSUE 
ConTAINs articles by the following authors: 


LAWRENCE, JOHN S. A.B.; M.D. Medical 
School of University of Virginia 1921. Edward 
Hickling Bradford Fellow in Medical Research, 
Harvard Medical School. His address is Medi- 
cal Department, Vanderbilt University, Nash- 
ville, Tennessee. Associated with him is 

Bock, A. V. A.B.; M.D. Harvard Medical 
School 1915. Associate physician Massachu- 
setts General Hospital; Assistant Professor of 
Medicine, Harvard Medical School; Member 
American Society for Clinical Investigation; 
Associate member The Association of American 
Physicians. Address: Massachusetts General 
Hospital. They write on ‘‘Relationship Be- 
tween Gastric Uleer and Carcinoma of Stom- 
ach.’’ Page 651. 


Carty, JoHN Russetit. B.S.; M.D. Cornell 
University Medical College 1921. Chief of 
Clinie of Roentgenology and Instructor of 
Roentgenology Cornell Medical College; Mem- 
ber New England Roentgen Ray Suciety. The 
title of his paper is ‘‘Diagnostie Significance of 
Lateral Curvature of the Spine Caused by Mus- 
cular Spasm’’. Page 654. Address: 28th 
Street and First Avenue, New York City. 


Drury, Dana W. M.D. Medical School of 
Harvard University 1904. F.A.C.S. Associate 
Aural Surgeon Massachusetts Eye and Ear In- 
firmary ; Aurist, Boston Floating Hospital. His 
subject is “‘Dehiscence of the Floor of the Middle 
Ear’. Page 657. Address: 416 Marlborough 
Street, Boston. * 


Parsons, Exotsr. Ph.D.; M.D. Rush Medical 
College 1924. Associate Professor in Physio- 
logical Chemistry University of Chicago, Fel- 
low in Medicine Mayo Foundation. The sub- 
Ject of this paper is ‘‘Benign Glycosuria with 
Hyperglycemia : Report of Case with Metabolic 
Studies.” Page 660. Address: Mayo Clinic, 
Rochester, Minn. ; 


SaitH, Mmuarp. B.S.; M.S.; M.D. Harvard 
Medical School 1923. Assistant in Thorndike Me- 





morial Laboratory, Boston City Hospital; As- 
sistant in Medicine Harvard Medical School; 
Member American Chemical Society. The title 
of the paper is ‘‘An Unusual Blood Sugar Find- 
ing During an Insulin Reaction.’’ Page 663. 
Address: 329 Longwood Avenue, Boston. 


Huser, Epwarp G. Detailed record on page 
291, No. 6, Vol. 195. His article is a continued 
account of ‘‘The Control of Communicable Dis- 
eases in Massachusetts.’’ Page 665. Address: 
The War Department, Washington, D. C. 


Howarp, Hersert H. B.S.; M.D. Harvard 
Medical School 1912; Assistant Visiting Phy- 
sician, Boston City Hospital; Member Ameri- 
ean Urological Association. He writes on 
‘*Progress in Urology.’’ Page 673. Address: 
395 Commonwealth Avenue, Boston. 


_ 
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RECENT DEATHS 


BROWNRIGG— Dr. JoHN SyYLVESTER BROWNRIGG, 
identified with the Boston Department of Health for 
many years, died September 21, 1926, at his heme 
in Roxbury at the age of 69. 

Born in Boston August 22, 1857, the son of John 
and Jane (McGruder) Brownrigg, he was graduated 
from Boston College and took his degree from Har- 
vard Medical School in 1887. After some time in 
practice, Dr. Brownrigg was made a member of the 
City Health Department, and in 1921 was promoted 
to be chief medical inspector. He retired in August, 
1924. 

Dr. Brownrigg was always interested in the work 
of the Carmelite Convent on Mt. Pleasant Avenue, 
Roxbury, donating his professional services there: 
and also in the work carried on by the Mission 
Church in Roxbury. He was a member of the Ameri- 
can Medical Association and of the Massachusetts 
Medical Society and an associate member of the Bos- 
ton Medical Library. 

Dr. Brownrigg, who was a widower, leaves a son, 
William Brownrigg, and a daughter, Miss Jane T. 
Brownrigg, both of this city. 








PILLSBURY—Dr. GrorcGe HARLAN PILLSBURY, & re- 
tired member of the Massachusetts Medical Society, 
died at his home in Lowell, as a result of injuries 
received in an automobile accident, September 16, 
1926, aged 83. . 

Dr. Pillsbury’s date of birth was June 8, 1843. The 
public schools of Lowell gave him his elementary 
education, after which he entered Dartmouth College 
and was graduated in 1865. In the following year 
he entered Harvard Medical School, where he re- 
ceived his dgerce of M.D. in 1869. Later he took a 
postgraduate course at the Ecole de Medicine in Paris. 
When ready to begin active work in his profession 
he opened offices in Lowell and soon built up an ex- 
tensive practice. He manifested interest in all civic 
affairs and serveu for a time as a member of the 
School Committee. While it may not be said that 
Dr. Pillsbury was a motoring enthusiast, he traveled 
about almost exclusively in a car that he operated 
himself and gave no apparent indication that his 
advanced years were at all a drawback in its suc- 
cessful operation. 

On June 5, 1872, Dr. Pillsbury married Mary A. 
Boyden, who survives him, with four children, Dr. 
Boyden H. Pillsbury of Lowell, Major Harry C. Pills- 
bury and Colonel George B. Pillsbury, both of the 
United States army, and Mary B. Pillsbury, librarian 
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at Vassar College. He also leaves a brother, Samuel 
L. Pillsbury of Columbus, Ohio. He was a member 
of St. Anne’s Episcopal Church and of Kilwinning 
Lodge, A. F. and A, M. 
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CONNECTICUT DEPARTMENT OF HEALTH 


Morpipity REPORT FOR THE WEEK ENDING 
SEPTEMBER 4, 1926 








Diphtheria 9 Chickenpox 2 
Last week 10 German measles 1 
Diphtheria bacilli Influenza 1 
carriers 3 Malaria 1 
Typhoid fever 8 Mumps 1 
Last week 4 Paratyphoid fever 1 
Scarlet fever 13 Pneumonia, lobar 6 
Last week 8 Poliomyelitis b 
Measles 9 Septic sore throat 18 
Last week 10 Tuberculosis, pulmo- 
Whooping cough 36 nary 33 
Last week 21 Tuberculosis, other 
Bronchopneumonia 7 forms 2 
Cerebrospinal menin- Gonorrhea 66 
gitis 1 Syphilis 32 
Morpipiry REPORT FOR THE WEEK ENDING 
SEPTEMBER 11, 1926 
Diphtheria 8 Chickenpox 2 
Last week 9 Dysentery, bacillary 1 
Diphtheria bacilli Encephalitis, epidemic 2 
carriers 3 German measles | 
Scarlet fever 19 Mumps 2 
Last week 13 Paratyphoid fever 1* 
Typhoid fever 9 rneumonia, lobar 10 
Last week 8 Poliomyelitis 3 
Measles 6 Septic sore throat 1 
Last week 9 Tuberculosis, pulmo 
Whooping cough 23 nary 11 
Last week 36 Gonorrhea 10 
Bronchopneumonia 4 Syphilis 8 
Cerebrospinal menin- 
gitis 2 


*Delayed reports. 
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REPORTS AND NOTICES OF 
MEETINGS 


NINTH ANNUAL MEETING OF THE 
AMERICAN DIETETIC ASSOCIATION 
THE ninth annual meeting of the American 

Dietetic Association will be held October 11, 12, 

13, 1926, at the Ambassador, Atlantic City, 

N. J. Detailed program may be obtained by 

writing to Mrs. Dorothy K. Hassler, Riverside, 

Til. 








MASSACHUSETTS STATE NURSES 
ASSOCIATION 

Tur Autumn meeting of this Association will 
take place at the Hotel Bancroft, Worcester, 
October 8 and 9. 

The address of welcome will be delivered by 
Hon. M. J. O’Hara, mayor of Worcester. 

The several educational and ethical problems 
relating to nursing will be covered by speeches 
to be presented by leading members of the Asso- 
ciation. 

Addresses will also be delivered by Drs. Ken- 
dall Emerson, Thomas F. Kenney, George H. 
Bigelow and Ernest L. Hunt. A very attrac- 
tive program has been arranged. 





NEW ENGLAND SURGICAL SOCIETY 


PROGRAM OF THE ANNUAL MEETING AT Boston Mase, 
OcToBER 1 AND 2, 1926 . 


Headquarters—Hotel Copley Plaza. 

Presentation of papers will be limited to 15 mip. 
utes. Discussion to five minutes for each 
All manuscript should be presented to the Recordg 
promptly. 

All papers will be published in the Boston Mzpiy 
AND SURGICAL JOURNAL, the official organ of the So¢, 
ety. 


GENERAL PROGRAM 
Thursday, September 30 


7 P. M.—Meeting of the Executive Committee, Hy. 
vard Club. 


Friday, October 1 


9 A. M.—Clinic, New England Deaconess Hospital, 

10.30 A. M.—Clinic, Peter Bent Brigham Hospital 

1 P. M.—Luncheon, Harvard Medical School. 

2 to 4 P. M.—Literary Program, Harvard Medical 
School. 


1. Obscure Lesions of the Shoulder. Dr. 5, 4. 
Codman, Boston, Mass. 

2. Life Saving Details. Dr. Frederick B. Sweet, 
Springfield, Mass. Discussion opened by Dr. A. M. 
Rowley, Hartford, Conn.; Dr. P. E. Truesdale, Fall 
River, Mass. 

3. The Operative Treatment of Fractures. Dr, 
Charles L. Scudder, Boston, Mass. 

4. A Short Résumé of Fracture Experiences at the 
Norton Company. Dr. W. I. Clark, Worcester, Mass, 

5. Rupture of Kidney. Dr. P. E. Truesdale, Full 
River, Mass. 

6. Staphylococcus Spinal Meningitis with Opera 
“es and Recovery. Dr. Kendall Emerson, Worcester, 
Mass. 

7. Operative Experiences with Eight Cases of 
wen Diverticulum. Dr. F. H. Lahey, Boston, 
Mass. 


4.80 P. M.—Reception to members of the Society 
at the home of Dr. Charles G. Mixter, 57 Clyde Street, 
Brookline, Mass. 

7.30 P. M—Annual dinner at the Harvard Club. 

1. President’s address. 

2. Diabetic Surgery from a Medical Point of View. 
Dr. Elliott P. Joslin, Boston, Mass. 


Saturday, October 2 

9 A. M.—Clinic, Boston City Hospital. 

11 A. M.—Clinic, Massachusetts General Hospital. 

: P. M.—Luncheon, Massachusetts General Hospi- 
tal. 

2 P. M.—Executive session, Old Amphitheatre, Ma 
sachusetts General Hospital. 

2.30 P. M.—Literary program. Remarks on the Hit 
tory of the Old Surgical Amphitheatre. Dr. F. A 
Washburn, by invitation. 

8. Pyloric Stenosis. Dr. W. E. Ladd, Boston, Mass. 
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9. Carcinoma of the Stomach. Dr. Edward R 
Lampson, Hartford, Conn. 

10. Acute Massive Hemorrhage from the Stomach 
and Duodenum. Dr. David Cheever, Boston, Mass. 

11. The Mortality Rate of Appendicitis—Is It 
the Increase? Dr. Arthur W. Marsh, Worcester, Mass 
Discussion opened by Dr. Lyman Allen, Burlingtot, 
Vt.; Dr. Thomas D. Luce, Portsmouth, N. H. 

12. Fibromatosis of Sigmoid. Dr. Peer P. Joh 
son, Beverly, Mass. 

13. Caesarean Section After Death of the Mother. 
Report of Two Cases. Dr. M. F. Fallon, Worcester, 
Mass. Discussion opened by Dr. W. P. Graves, Bot 
ton, Mass. 

14. The Small Obstructing Prostate. Dr. A. b 
Chute, Boston, Mass. 
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